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If  you  wish  to  learn  from  the  tlieoretical  physicist  anything 
about  the  methods  which  he  uses,  I  would  give  you  the  follow- 
ing piece  of  advice:  Don't  listen  to  his  words,  examine  his 
achievements.  For  to  the  discoverer  in  that  field,  the  construc- 
tions of  his  imagination  appear  so  necessary  and  so  natural 
that  he  is  apt  to  treat  them  not  as  the  creations  of  his  thoughts 
but  as  given  realities, 
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Jay  Haley  is  not  a  psychiatrist,  a  psychoanalyst  or  a  clinical  psychologist. 
It  will  be  difficult,  therefore,  for  many  psychotherapists  to  overcome  their 
biases  against  the  unlabeled  (or  the  untouchables)  and  read  this  work 
with  the  special  blend  of  skepticism  and  curiosity  required  of  him  who 
would  learn  something  new. 

Haley  is  a  Communications  Analyst,  and  more  than  any  preceding 
worker  he  has  utiHzed  the  insights  of  communication  analysis  to  discover 
a  common  factor  in  various  methods  of  psychotherapy  as  well  as  to  devise 
psychotherapeutic  interventions  which  can  be  strikingly  effective.  He 
is  very  much  concerned  with  the  need  for  an  efficient  and  economical  ap- 
proach to  emotional  problems  and  for  a  descriptive  system  that  takes 
into  account  all  those  others  who  are  involved  directly  or  tangentially  in 
a  pathological  system.  For  readers  unacquainted  with  him,  it  should  be 
pointed  out  that  Haley  has  a  considerable  background  in  the  subject  he 
writes  about.  For  some  years  he  has  been  a  Research  Associate  with  the 
Veterans  Administration  Hospital,  in  Palo  Alto,  as  well  as  with  the 
Department  of  Anthropology  of  Stanford  University,  and  the  Palo  Alto 
Medical  Research  Foundation.  His  research  in  the  field  of  psychotherapy 
has  included  therapy  with  schizophrenics  and  with  families,  and  he  has 
had  a  private  practice  as  a  brief  therapist  and  marriage  therapist  for 
some  years.  He  has  taught  classes  in  the  cHnical  use  of  hypnosis  for  physi- 
cians and  psychiatrists,  given  brief  psychotherapy  seminars  at  psychiatric 
chnics  and  the  Mental  Research  Institute,  and  lectured  on  brief  psycho- 
therapy, therapy  of  schizophrenics  and  family  therapy  at  various  psychi- 
atric hospitals.  He  has  given  papers  at  a  number  of  psychiatric  meetings, 
including  meetings  of  the  American  Psychiatric  Association  in  Mexico 
City  and  Philadelphia,  the  American  Society  for  CHnical  Hypnosis  in 
Chicago,  and  American  Orthopsychiatric  meetings  in  San  Francisco 
and  Los  Angeles.  Currently,  he  is  a  Research  Associate  with  the  Mental 
Research  Institute  investigating  the  processes  in  families  and  he  is  editor 
of  the  new  journal  Family  Process. 

There  will  be  cries  of  pain  and  outrage  from  some  quarters  about  Ha- 
ley's approach  and  this  is  as  it  should  be.  In  this  business  we  all  have  a 
responsibiHty  to  be  each  other's  keeper.  Let  me  anticipate  two  particular 
areas  that  will  seem  unacceptable  to  many  psychotherapists:  the  ques- 
tions of  "insight"  and  "manipulation." 

No  matter  how  much  we  would  like  our  patients  to  verbalize  the  dy- 
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namics  we  implicitly  or  explicitly  teach  them,  the  fact  is  that  the  patient 
benefits  from  a  change  in  his  behavior.  As  far  as  I  am  concerned,  if  one 
judges  the  depth  of  therapy  by  whether  the  patient  has  real  insight  or  not, 
it  is  a  matter  of  taste.  Future  research  may  settle  this  question,  but  cur- 
rently it  is  one  of  the  great  unsolved  problems. 

Therapists  may  range  from  indignation  to  squeamishness  in  their  reac- 
tions to  the  notion  of  dehberately  manipulating  the  patient  as  presented 
in  the  section  on  directive  therapy.  I  would  caution  those  who  have  not 
tried  the  kind  of  techniques  Haley  describes,  or  that  I  have  described  in 
another  publication,*  to  either  try  this  kind  of  intervention  or  speak  to  a 
friend  who  has  weathered  such  an  encounter.  When  Freud  discovered 
transference,  he  discovered  that  the  patient  and  therapist  were  involved 
in  an  interactional  game  that  required  skill  on  the  therapist's  part  if  both 
he  and  the  patient  were  to  benefit  by  the  encounter.  If  the  therapist  is 
genuinely  interested  in  helping  the  patient,  and  if  he  is  experienced  so 
that  he  can  bring  his  skill  to  bear  in  at  least  a  partially  predictable  way, 
then  the  style  of  the  game  he  plays  with  the  patient  can  vary  widely  and 
still  be  helpful.  Therapy  becomes  manipulative,  in  the  opprobrious  sense 
of  this  term,  only  when  the  therapist  is  using  the  patient  for  various 
covert  financial  and/  or  power  reasons  that  have  little  to  do  with  the  pa- 
tient's best  interests. 

It  is  an  honor  to  have  been  asked  to  write  the  foreword  to  this  book- 
especially  since  I  beheve  it  to  be  unique.  We  have  all  been  in  need  of  it 
for  some  time. 

DON  D.  JACKSON,  M.D. 


*  Contemporary  Psychotherapies,  edited  by  M.  Stein.  Free  Press,  1962. 
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This  is  a  book  about  the  strategies  of  psychotherapists  and  patients  as  they 
maneuver  each  other  in  the  process  of  treatment.  How  a  therapist  in- 
duces a  patient  to  change,  and  why  the  patient  changes,  is  described 
within  a  framework  of  interpersonal  theory.  A  variety  of  methods  of  psy- 
chotherapy are  described  with  the  general  argument  that  the  cause  of 
psychotherapeutic  change  resides  in  the  therapeutic  paradoxes  these 
methods  have  in  common.  Such  diverse  forms  of  therapy  as  psychoanal- 
ysis, directive  therapy  and  family  therapy  appear  difiFerent  when  viewed 
in  terms  of  individual  psychology,  but  the  methods  can  be  shown  to  be 
formally  similar  if  one  examines  the  pecuUar  types  of  relationship  es- 
tabHshed  between  patients  and  therapists. 

Since  this  approach  focusses  upon  the  relationship  between  two  or  more 
people  rather  than  upon  the  single  individual,  the  emphasis  is  upon 
communicative  behavior.  When  human  beings  are  described  in  terms  of 
levels  of  communication,  psychiatric  problems  and  their  resolution  ap- 
pear in  a  new  perspective. 

Much  of  this  book  was  written  while  the  author  was  a  member  of  a  re- 
search project  exploring  the  nature  of  communication.  Beginning  in  1952 
when  Gregory  Bateson  received  a  grant  from  the  Rockefeller  Founda- 
tion to  investigate  communication  from  the  point  of  view  of  Russell  and 
Whitehead's  logical  types,^^  the  project  terminated  in  1962.  Data  of 
various  types  were  used  in  the  research:  Hypnosis,  ventriloquism, 
animal  training,  popular  moving  pictures,  the  nature  of  play,  humor, 
schizophrenia,  neurotic  communication,  psychotherapy,  family  systems, 
and  family  therapy.  The  emphasis  in  the  research  was  upon  the  ways 
messages  quaHfy,  or  classify,  one  another  in  such  a  way  that  paradox  of 
the  RusseUian  type  is  generated.  One  aspect  of  paradox  was  the  concept 
of  the  "double-bind"  which  was  applied  by  the  group  in  1956  to  the 
etiology  of  schizophrenia.^  The  research  project  was  dii'ected  by  Gregory 
Bateson  and,  besides  the  author,  the  staff  consisted  of  John  H.  Weakland, 
Research  Associate,  Don  D.  Jackson,  M.D.,  psychiatric  consultant,  and 
William  F.  Fry,  M.D.,  psychiatric  consultant.  The  bibliography  at  the  end 
of  this  work  contains  a  Hst  of  the  publications  by  staff  members  on  psy- 
chodierapy  as  weU  as  references  to  articles  mentioned  in  the  text.  ( For  a 
complete  bibhography  of  the  research  group  cf.  Ref.^)  During  the 
years  the  research  was  supported  by  grants  from  the  Rockefeller  Foun- 
dation, the  Macy  Foundation,  the  Foundations  Fund  for  Research  in 
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Psychiatry,  and  the  National  Institute  of  Mental  Health.  These  grants 
were  administered  by  the  Department  of  Anthropology  of  Stanford  Uni- 
versity and  by  the  Palo  Alto  Medical  Research  Foundation.  Office  space 
and  other  facihties  were  provided  by  the  Veterans  Administration  Hos- 
pital in  Palo  Alto,  California. 

This  book  is  the  result  of  the  author's  investigation  of  methods  of  psy- 
chotherapy from  the  point  of  view  of  the  paradoxes  posed  by  psychother- 
apists, an  approach  of  continuing  interest  to  him  since  he  first  presented 
a  paper  on  paradox  and  psychotherapy  in  1954.^^  The  ideas  presented 
in  this  work  are  a  product  of  the  general  theoretical  approach  of  the  re- 
search group  and  the  particular  bias  of  the  author,  who  assumes  respon- 
sibihty  for  them  as  presented  here.  They  were  developed  in  ongoing 
association  with  the  research  staflF,  and  grateful  acknowledgement  is  made 
to  the  other  staff  members  for  their  contributions  during  the  many  dis- 
cussions and  debates  over  the  decade  of  collaboration.  The  general  psy- 
chiatric approach  to  the  ways  people  deal  with  one  another  in  interper- 
sonal relationships  was  greatly  influenced  by  Dr.  Don  D.  Jackson,  who 
functioned  as  supervisor  of  the  therapy  of  the  group.  During  the  years 
many  visitors  and  consultants  also  exerted  their  influence.  Alan  Watts, 
in  particular,  was  a  source  of  ideas  about  paradox.  The  author  is  es- 
pecially indebted  to  Dr.  Milton  H.  Erickson  for  many  hours  of  conversa- 
tion and  a  new  perspective  on  the  nature  of  psychotherapy. 

Parts  of  this  work,  in  different  form,  appeared  in  articles  in  various  pro- 
fessional journals,  and  thanks  for  permission  to  republish  portions  of 
the  articles  are  given  to:  The  American  Journal  of  Clinical  Hypnosis,  Ar- 
chives of  General  Psychiatry,  Etc.,  Family  Process,  Psychiatry,  and  Prog- 
ress in  Psychotherapy,  IV,  Grune  &  Stratton,  1959. 


To 

Gregory  Bateson 


CHAPTER  1 

Symptoms  as  Tactics  in  Human  Relationships 


There  HAVE  always  been  persons  in  the  world  who  wanted  to  change 
their  ways  of  hfe,  their  feelings,  and  their  thinking,  and  other  persons 
willing  to  change  tliem.  In  the  Eastern  world  the  change  was  brought 
about  within  the  framework  of  a  religious  experience.^*  In  the  West,  a 
shift  has  taken  place.  Change  was  once  the  province  of  religion,  but  now 
religious  leaders  go  to  schools  of  secular  specialists  to  learn  how  to 
change  their  parishioners.  The  rise  of  specialists  whose  profession  it  is  to 
change  people  has  led  to  more  scientific  interest  in  methods  and  theories 
of  change. 

Western  theological  explanations  of  why  a  person  changed  a  distressing 
way  of  life  rested  on  the  premise  that  change  took  place  because  of  a 
shift  in  the  person's  relationship  with  a  deity.  A  rehgious  leader  often 
acted  as  an  agent  in  this  process.  With  the  shift  to  secular  therapy,  an  as- 
sumption developed,  coincident  with  ideas  of  the  rational  man,  that  the 
individual  changes  when  he  gains  greater  understanding  of  himself.  A 
therapist  was  considered  the  agent  who  brought  about  that  self-aware- 
ness, and  it  was  thought  that  someone  who  wanted  to  change  could  be 
taught  he  was  arranging  his  life  badly  and  he  would  correct  himself. 

After  Sigmund  Freud,  man  was  looked  upon  as  a  far  less  rational  being, 
but  it  was  still  thought  that  he  could  change  through  self -understanding. 
Freud  accepted  the  idea  that  self-awareness  causes  change,  but  he 
added  the  idea  that  the  distressed  individual  must  become  aware  of  how 
his  present  ways  of  thinking  and  perceiving  are  related  to  his  past  and  to 
his  unconscious  ideas.  In  Freudian  theory  the  therapist  was  still  seen 
only  as  an  agent  who  provided  a  situation  to  help  bring  about  self -under- 
standing, and  it  was  assumed  that  when  the  individual  had  a  "deeper"  un- 
derstanding of  himself  he  could  and  would  undergo  change.  Later  in  psy- 
chiatry there  was  a  major  theoretical  shift  when  the  emphasis  began  to 
be  placed  upon  the  ways  the  individual  relates  to  otlier  people  rather 
than  upon  his  internal  processes.  Yet,  even  though  psychiatric  problems 
were  seen  as  more  interpersonal  in  nature,  the  premise  that  change  was 
caused  by  increased  self-awareness  continued  to  be  accepted.  As  Sul- 
livan stated,  "The  principal  problem  of  the  therapeutic  interview  is  that 
of  facihtating  the  accession  to  awareness  of  information  which  will  clarify 
for  the  patient  the  more  troublesome  aspects  of  his  life."^^ 

The  argument  that  self-understanding  causes  change  is  essentially  ir- 
refutable if  one  wishes  to  make  it  so.  One  can  always  say  that  if  a  per- 
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son  has  changed  without  self-understanding  he  has  not  really  changed, 
and  if  a  person  does  not  change  despite  massive  amounts  of  self -under- 
standing one  can  still  say  that  he  has  not  yet  sufficient  self -understand- 
ing. However,  the  nature  and  cause  of  psychiatric  change  is  of  such 
importance  that  any  and  all  premises  related  to  it  should  be  rigorously  ex- 
amined without  taking  for  granted  ideas  which  have  not  or  cannot  be 
proved. 

Because  of  the  proliferation  of  di£Ferent  methods  of  psychotherapy  in 
recent  years,  many  of  them  not  emphasizing  self -awareness  or  a  religious 
experience,  we  should  open  wide  the  question  of  the  cause  of  thera- 
peutic change.  It  is  possible  that  change  does  not  occur  because  of  re- 
ligious conversion  or  greater  self -awareness  but  because  of  the  procedures 
by  which  that  conversion  and  self -awareness  are  brought  about. 

A  scientific  approach  to  the  causes  of  therapeutic  change  would  in- 
volve examining  and  describing  the  various  contexts  which  bring  about 
change  to  discover  what  they  have  in  common.  Experimental  methods 
could  then  be  created  to  test  the  hypotheses  developed.  However,  such 
an  investigation  requires  a  rigorous  way  of  describing  the  interchange 
between  a  person  who  wishes  to  change  and  a  person  who  wishes  to 
change  him.  At  this  time  we  lack  terminology  for  such  a  description,  and 
we  lack  a  model  to  use  as  a  framework  for  that  terminology.  The  most 
we  can  hope  to  do  is  to  place  a  small  theoretical  wedge  into  an  ex- 
traordinarily complex  problem.  The  various  methods  of  psychotherapy 
described  in  this  book  are  not  presented  in  full  and  complete  descrip- 
tion. Only  certain  aspects  of  the  interchange  between  therapist  and  pa- 
tient are  focussed  upon,  and  no  attempt  is  made  to  be  comprehensive. 
The  broader  social  context  which  brought  therapist  and  patient  together, 
and  the  exploration  of  subjective  processes  in  the  patient,  are  excluded 
along  with  many  facets  of  the  therapy  situation.  The  focus  is  upon  the 
tactics  of  patient  and  therapist  as  they  maneuver  each  other. 

It  is  always  an  oversimplification  to  describe  psychiatric  symptoms  as 
if  they  could  be  isolated  from  the  general  problems  of  society.  The  ills  of 
the  individual  are  not  really  separable  from  the  ills  of  the  social  context 
he  creates  and  inhabits,  and  one  cannot  with  good  conscience  pull  out 
the  individual  from  his  cultural  milieu  and  label  him  as  sick  or  well.  Yet 
despite  the  misery  of  many  people  there  seems  to  be  a  group  of  people 
who  have  what  could  be  called  specific  psychiatric  symptoms  and  who 
seek  psychotherapy. 

It  is  becoming  more  clear  that  Sigmund  Freud  developed  psycho- 
analysis as  a  method  of  dealing  with  a  specific  class  of  people.  He  was 
faced  with  the  general  inability  of  the  medicine  men  of  his  day  to  relieve 
that  type  of  person  who  went  from  doctor  to  doctor  and  consistently 
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failed  to  undergo  a  change.  At  that  time  there  was  no  systematic  method 
for  deaHng  with  this  class  of  difiBcult  people,  and  Freud  developed  one. 
Since  then,  methods  of  psychotherapy  have  bred  and  fostered  until  it 
is  an  accepted  idea  that  one  should  sit  down  and  have  a  conversation 
with  a  person  who  has  psychiatric  symptoms.  Although  the  benefits  of 
drugs,  shock  treatment,  and  brain  operations  are  also  applauded,  the  idea 
that  an  individual  can  undergo  major  changes  as  the  result  of  a  conversa- 
tion is  generally  accepted. 

It  may  seem  reasonable  now  to  talk  to  a  patient  with  psychiatric  symp- 
toms, but  there  is  not  yet  general  agreement  on  what  to  talk  about.  In 
fact,  there  is  not  general  agreement  on  what  a  psychiatric  symptom  is 
and,  therefore,  what  a  therapist  is  attempting  to  change.  One  therapist 
may  argue  that  he  is  attempting  to  change  the  philosophic  ideology  of  a 
patient,  and  another  may  argue  that  he  wishes  to  change  the  way  the 
patient  deals  with  his  wife.  A  therapist's  goal  may  be  to  reheve  anxiety, 
or  to  help  a  patient  succeed  in  life,  or  to  help  a  patient  become  happy, 
or  to  adjust  the  patient  to  his  environment,  or  to  liberate  his  repressed 
ideas,  or  to  help  him  accept  his  weaknesses,  and  so  on.  Inevitably  the 
point  of  view  on  what  procedure  to  take  with  a  patient  will  depend  upon 
one's  theory  of  what  there  is  about  the  patient  that  needs  to  be  changed. 

Since  this  book  deals  with  one  rather  narrow  aspect  of  psychother- 
apy, psychiatric  problems  will  be  conceived  from  a  narrow  viewpoint. 
Particular  emphasis  will  be  placed  upon  what  are  generally  agreed  as 
symptoms,  although  these  symptoms  will  be  seen  from  a  communication 
rather  than  an  intrapsychic  point  of  view. 

In  recent  years  there  has  been  a  shift  in  psychiatry  and  psychology  from 
an  emphasis  upon  the  processes  within  an  individual  to  an  emphasis 
upon  his  relationships  with  other  people.  It  is  only  when  the  focus  is 
upon  behavior  within  a  relationship  that  psychotherapy  becomes  de- 
scribable,  because  by  definition  psychotherapy  is  a  procedure  which  oc- 
curs in  a  relationship.  Yet  there  is  inevitably  a  lag  in  both  terminology 
and  concepts,  and  most  attempts  to  describe  psychotherapy  today  are  in 
a  language  designed  to  describe  the  individual  person. 

Here  is  a  list  of  common  ideas  and  concepts  in  psychiatry: 


Anxiety 

Emotions 

Introjection 

Repression 

Awareness 

Fantasy 

Learning 

Role 

Compulsion 

Fear 

Needs 

Suppression 

Consciousness 

Frustration 

Orality 

Thoughts 

Consolidation 

Halucinations 

Oedipal  Conflict 

Transference 

Delusions 

Ideas 

Perception 

Trauma 

Depression 

Insight 

Phobias 

Unconscious 

Drives 

Integration 

Projection 

Ego 

Intelligence 

Regression 
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If  one  could  imagine  the  individual  confined  within  his  skin,  all  this 
terminology  describes  what  is  assumed  to  be  going  on  inside  that  skin. 
As  a  result,  the  language  is  inappropriate  for  describing  the  behavior  of  a 
psychotherapist  and  patient  responding  to  each  other.  More  important, 
the  transactions  between  therapist  and  patient  cannot  be  conceptualized 
with  the  theoretical  models  which  are  the  basis  for  these  terms.  Yet  at 
this  time  there  is  no  adequate  substitute  for  the  usual  psychiatric  con- 
cepts. The  analogies  and  terms  necessary  to  describe  difiFerent  ongoing 
relationships  are  only  beginning  to  be  born.  The  first  major  step  in  this 
direction  was  taken  by  Sullivan  who  struggled  to  describe  relationships 
between  people  with  the  concepts  and  theories  which  had  been  developed 
for  individual  description.^^  Others  have  continued  in  this  attempt,  but 
it  would  appear  now  that  human  relationships  will  only  be  adequately 
described  if  the  individual-centered  ideas  are  largely  discarded.  The  ul- 
timate description  of  relationships  will  be  in  terms  of  patterns  of  com- 
munication in  a  theory  of  circular  systems.  A  move  in  that  direction  will 
be  taken  in  this  book. 

A  particular  merit  in  examining  psychotherapy  in  terms  of  behavior 
rather  than  intrapsychic  processes  resides  in  the  fact  that  interior  proc- 
esses must  be  inferred.  Not  one  of  the  psychiatric  descriptive  terms 
listed  represents  something  observable;  all  are  inferences  drawn  from  ob- 
servation of  behavior.  One  cannot  observe  anxiety,  any  more  than  one 
can  observe  an  ego  or  the  process  of  learning.  The  diflBculty  in  creating 
a  more  precise  system  of  diagnosis  has  always  been  the  inferential  na- 
ture of  the  terms.  A  psychiatrist  may  report  that  a  patient  is  delusional, 
is  hallucinating,  has  a  compulsion,  is  disordered  in  his  thinking,  and  so 
on,  but  all  of  these  descriptive  terms  are  of  processes  which  can  only  be 
assumed.  Only  recently  have  psychiatrists  begun  to  include  themselves 
in  their  description  of  a  patient.  Obviously  they  base  their  diagnosis  upon 
how  the  patient  responds  to  them,  yet  the  report  they  write  will  only 
include  inferred  processes  within  the  patient.  A  relevant  question  is  al- 
ways one  like  this:  What  was  the  psychiatrist  doing  when  the  patient 
behaved  in  such  a  way  that  the  psychiatrist  inferred  he  was  delusional? 

Again,  however,  there  is  no  adequate  terminology  available  if  a  psy- 
chiatrist wishes  to  describe  his  interactive  behavior  with  a  patient.  He 
must  be  anecdotal  for  lack  of  a  rigorous  description  of  communicative 
behavior.  Yet  a  shght  change  in  viewpoint  can  produce  profound  theo- 
retical differences.  To  define  a  symptom  as  a  defense  against  an  idea  was 
once  common.  With  the  emphasis  upon  interpersonal  relationships  it  is 
now  becoming  common  to  define  a  symptom  as  a  way  of  dealing  with 
another  person.  These  different  definitions  actually  represent  a  discon- 
tinuous change  in  the  history  of  psychiatry.  With  tlie  step  from  the  in- 
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dividual  to  the  two  person  system,  most  previous  terminology  and 
theory  must  go  by  the  board.  For  example,  one  might  consider  anxious 
behavior  by  a  patient  as  a  way  he  defends  himself  against  repressed  ideas 
which  are  threatening  to  intrude  into  consciousness.  One  could  also  ob- 
serve that  same  patient  and  notice  that  his  anxious  behavior  occurs  in  an 
interpersonal  context  and  so  describe  that  behavior  as  a  way  of  deaHng 
with,  perhaps  of  disarming,  another  person.  These  two  points  of  views 
represent  astonishingly  different  theoretical  systems. 

When  one  shifts  to  the  study  of  the  two  person  system,  he  is  entering 
the  field  of  communication  and  must  describe  the  individual  in  terms 
which  apply  to  the  exchange  of  communicative  behavior  between  two  or 
more  people.  From  the  communication  point  of  view,  there  are  two  types 
of  phenomena  which  must  be  presjn^for  a  psyclnatiic-symptQiii^tq  be 
a  proper~symptom;  the  patientTbehavior  must  be  extreme  in  its  influ- 
ence  on  someone~else~aiid  he  must  indicate  m  some  way  tharten^amiot 
help  beEaving  as  he^dges.  The  extrerne"behavior'Tto'es^noE  have  to  be  a 
particular  type  as  long  as  it  is  extreme  and  therefore  out  of  the  ordinary. 
Usually  symptoms  fall  into  classes  of  opposites;  for  every  symptom  at 
one  extreme  there  is  a  comparable  one  at  anotlier.  Those  people  who 
cannot  touch  a  doorknob  and  are  called  phobic  are  comparable  to  those 
_^people  who  must  touch  a  doorknob  six  times  before  turning  it  and  are 
classed  as  compulsive.  Some  people  cannot  leave  the  house,  others  can- 
not stay  home  but  must  constantly  rush  out.  Some  people  cannot  take  a 
bath,  others  cannot  stop  bathing.  Those  who  cannot  touch  a  drink  or 
have  a  sexual  dalliance  are  at  the  opposite  extreme  of  those  who  cannot 
stop  drinking  or  dallying  with  whoever  comes  along.  While  many  peo- 
ple lose  their  voices,  others  cannot  stop  talking,  and  there  are  those  who 
starve  themselves  and  those  who  gorge  beyond  the  point  of  assimilation. 
Some  people  are  incapacitated  because  they  cannot  move  a  Hmb,  and 
others  are  similarly  incapacitated  because  they  cannot  stop  a  limb  from 
trembling.  Some  avoid  all  pills  and  surgery,  others  constantly  seek  pills 
and  the  surgeon's  knife.  The  specific  symptom  is  less  relevant  than  the 
formal  patterns  patients  have  in  common. 

From  the  communication  point  of  view,  symptomatic  behavior  repre- 
sents an  incongruence  between  one  level  of  message  and  a  metacom- 
municative  level.  The  patient  does  something  extreme,  or  avoids  doing 
something,  and  indicates  that  he  is  not  doing  it  because  he  cannot  help 
himself.  More  severe  problems  require  a  description  in  terms  of  many 
levels,  and  this  will  be  discussed  later  under  schizophrenia.  But  most 
neurotic  symptoms  represent  some  type  of  extreme  behavior  which  is 
qualified  with  an  indication  that  the  person  cannot  help  it. 

Granted  that  neurotic  symptoms  can  be  seen  as  an  incongruence  of 


6  STRATEGIES   OF   PSYCHOTHERAPY 

this  type,  the  tactics  of  psychotherapy  become  potentially  describable. 
This  is  a  major  purpose  in  making  such  a  description.  The  most  useful 
classification  of  psychiatric  problems  would  be  one  which  explains  how 
a  symptom  is  perpetuated  and  how  change  can  be  produced. 

It  will  be  argued  here  that  a  patient's  symptoms  are  perpetuated  by 
the  way  he  himself  behaves  and  by  the  influence  of  other  people  in- 
timately involved  with  him.  It  follows  that  psychotherapeutic  tactics 
should  be  designed  to  persuade  the  individual  to  change  his  behavior 
and/or  persuade  his  intimates  to  change  their  behavior  in  relation  to  him. 
Insofar  as  the  therapist  is  an  intimate  of  tlie  patient,  both  goals  can  be 
achieved  simultaneously.  This  book  will  deal  with  techniques  for  influ- 
encing the  individual  to  change,  and  also  with  techniques  for  influenc- 
ing the  family  system  to  change  so  that  the  individuals  within  it  influ- 
ence each  other  differendy. 

DEFINING  A  RELATIONSHIP       . 

To  say  that  a  person  witli  a  symptom  is  behaving  in  a  way  that  is  out 
of  the  ordinary  impHes  that  there  is  an  ordinary  way  to  behave.  To 
discuss  such  a  proposition  thoroughly  would  require  an  analysis  of  a  par- 
ticular culture  and  the  range  of  individual  deviation  permissible  within 
that  culture  before  a  person  is  considered  out  of  the  ordinary.  Rather 
than  approach  the  problem  in  that  way,  tlie  discussion  here  will  assume 
the  individuals  described  are  within  the  culture  of  Western  ideology  and 
emphasize  a  few  abstract  and  formal  patterns  of  behavior.  The  extreme 
behavior  of  a  person  with  symptoms  will  be  contrasted  with  what  is 
generally  considered  ordinary  behavior  in  a  relationship.  This  approach 
requires  a  general  description  of  the  ways  people  ordinarily  form  and 
maintain  relationships  and  a  few  terms  for  differentiating  different  types 
of  relationship. 

When  any  two  people  meet  for  the  first  time  and  begin  to  establish  a 
relationship,  a  wide  range  of  behavior  is  potentially  possible  between 
them.  They  might  exchange  compliments  or  insults  or  sexual  advances  or 
statements  tliat  one  is  superior  to  the  other,  and  so  on.  As  the  two  peo- 
ple define  tlieir  relationship  with  each  other,  they  work  out  together 
what  type  of  communicative  behavior  is  to  take  place  in  this  relationship. 
From  all  the  possible  messages  they  select  certain  kinds  and  reach  agree- 
ment that  these  shall  be  included.  This  line  they  draw  which  sep- 
arates what  is  and  what  is  not  to  take  place  in  this  relationship  can  be 
called  a  mutual  definition  of  the  relationship.  Every  message  they  inter- 
change by  its  very  existence  either  reinforces  this  line  or  suggests  a  shift 
in  it  to  include  a  new  kind  of  message.  In  this  way  the  relationship  is  mu- 
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tually  defined  by  the  presence  or  absence  of  messages  interchanged  be- 
tween the  two  people.  If  a  young  man  places  his  arm  around  a  girl,  he  is 
indicating  that  amorous  behavior  is  to  be  included  in  their  relationship. 
If  the  girl  says,  "No,  no,"  and  withdraws  from  him,  she  is  indicating  that 
amorous  behavior  is  to  be  excluded  from  the  relationship.  What  kind 
of  relationship  they  have  together,  whether  amorous  or  platonic,  is  de- 
fined by  what  kind  of  messages  they  mutually  agree  shall  be  accepta- 
ble between  them.  This  agreement  is  never  permanently  worked  out 
but  is  constantly  in  process  as  one  or  the  otlier  proposes  a  new  kind  of 
message  or  as  the  environmental  situation  changes  and  provokes  changes 
in  their  behavior. 

If  human  communication  took  place  at  only  one  level,  the  working  out, 
or  defining,  of  a  relationship  would  be  a  simple  matter  of  the  presence 
or  absence  of  messages.  In  that  case  there  would  probably  be  no  diflacul- 
ties  in  interpersonal  relationships.  However,  human  beings  not  only  com- 
municate, but  they  communicate  about  that  communication.  They  not 
only  say  something,  but  they  qualify  or  label  what  they  say.  In  the  ex- 
ample given  the  young  lady  says  "No,  no,"  and  she  also  withdraws  from 
the  young  man.  Her  physical  witlidrawal  quahfies,  and  is  quahfied  by  her 
verbal  statement.  Since  the  quaHfication  of  her  message  affirms  the 
message  there  is  no  particular  difficulty  in  this  example.  She  is  making  it 
clear  that  amorous  behavior  does  not  belong  in  their  relationship.  But 
suppose  she  had  said,  "No,  no,"  and  moved  closer  to  the  young  man.  By 
snuggling  up  to  him  she  would  have  quaHfied  incongruently,  or  denied, 
her  statement,  "No,  no."  When  one  observes  a  message  quahfied  in- 
congruently, then  a  more  complex  situation  becomes  apparent  than  is  in- 
volved in  the  simple  presence  or  absence  of  a  message  in  a  relationship. 

Any  message  interchanged  between  two  people  does  not  exist  sep- 
arately from  the  other  messages  which  accompany  and  comment  upon  it. 
If  one  says,  "I'm  glad  to  see  you,"  his  tone  of  voice  quahfies  that  verbal 
statement  and  is  qualffied  by  it  in  turn.  Human  messages  are  qualffied 
by  (a)  the  context  in  which  they  take  place,  (b)  verbal  messages,  (c) 
vocal  and  hnguistic  patterns,  and  (d)  bodily  movement.  A  person  may 
make  a  criticism  with  a  smile  or  he  may  make  a  criticism  with  a  frown. 
The  presence  or  absence  of  the  smile  or  frown  as  much  as  the  presence 
or  absence  of  the  criticism  defines  the  relationship  between  the  two 
people.  An  employee  may  tell  his  boss  what  to  do,  thus  defining  their  re- 
lationship as  one  between  equals,  but  he  may  qualify  his  statement  with 
a  "self  effacing"  gesture  or  a  "weak"  tone  of  voice  and  thereby  indicate 
that  he  is  secondary  in  their  relationship  and  not  an  equal.  When  messages 
qualify  each  other  incongruently,  then  incongruent  statements  are  being 
made  about  the  relationship.  If  people  always  qualified  what  they  said 
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in  a  congruent  way,  relationships  would  be  defined  clearly  and  simply 
even  though  many  levels  of  communication  were  functioning.  However, 
when  a  statement  is  made  which  by  its  existence  indicates  one  type  of  re- 
lationship and  is  qualified  by  a  statement  denying  this,  then  difficulties  in 
interpersonal  relationships  become  inevitable. 

It  is  important  to  emphasize  that  one  cannot  fail  to  quahfy  a  message. 
A  person  must  speak  his  verbal  message  in  a  tone  of  voice,  and  even  if  he 
does  not  speak  he  must  present  a  posture  or  appear  in  a  context  which 
quahfies  his  muteness.  Although  some  qualifying  messages  are  obvious, 
like  pounding  one's  fists  on  the  table  when  making  a  statement,  subtle 
qualifications  are  always  present.  For  example,  the  slightest  upward  in- 
flection on  a  word  may  define  a  statement  as  a  question  rather  than  an  as- 
sertion. A  slight  smile  may  classify  a  statement  as  ironical  rather  than 
serious.  A  minute  body  movement  backwards  qualifies  an  affectioilate 
statement  and  indicates  it  is  made  with  some  reservations.  The  absence 
of  a  message  may  also  quahfy  another  message.  A  hesitation  or  a  pause 
can  quahfy  a  statement  and  make  it  a  different  one  than  it  would  be 
without  that  pause.  In  the  same  way,  if  a  person  is  silent  in  a  context 
where  he  is  expected  to  speak,  this  silence  becomes  a  qualifying  message. 
The  absence  of  a  movement  may  function  in  the  same  way.  If  a  man  ne- 
glects to  kiss  his  wife  goodbye  when  she  expects  it,  the  absence  of  this 
movement  quahfies  his  other  messages  as  much,  if  not  more,  than  the 
presence  of  it. 

When  a  message  classifies  or  qualifies  another  message,  it  may  be  con- 
gruent and  affirm  that  message,  or  incongruent  and  negate  it.  One  can 
say,  "I'm  glad  to  see  you,"  in  a  tone  of  voice  which  indicates  that  one  is 
really  glad  to  see  the  person.  Or  one  can  make  the  statement  in  a  tone  of 
voice  which  indicates  he  wishes  the  person  were  on  the  other  side  of  the 
moon.  When  we  deal  with  people  we  tend  to  judge  whether  they  are 
being  sincere  or  deceitful,  whether  or  not  they  are  serious  or  joking, 
and  so  on,  by  how  they  qualify  what  they  say.  We  also  judge  what  kind 
of  statement  they  are  making  about  the  relationship  not  only  by  what 
they  say  but  by  the  ways  they  say  it.  When  we  respond  with  our  own 
definition  of  the  relationship,  the  response  is  to  the  person's  multiple 
levels  of  message. 

CONTROL  IN  A  RELATIONSHIP 

When  one  person  communicates  a  message  to  the  other,  he  is  by  that 
act  making  a  maneuver  to  define  the  relationship.  By  what  he  says  and 
the  way  he  says  it  he  is  indicating,  "This  is  the  sort  of  relationship  we 
have  with  each  other."  The  other  person  is  thereby  posed  the  problem  of 
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either  accepting  or  rejecting  that  person's  maneuver.  He  has  a  choice  of 
letting  the  message  stand,  and  thereby  accepting  the  other  person's  defi- 
nition of  the  relationship,  or  countering  with  a  maneuver  of  his  own  to 
define  it  diflFerently.  He  may  also  accept  the  other  person's  maneuver  but 
quahfy  his  acceptance  with  a  message  that  indicates  he  is  letting  the 
other  person  get  by  with  the  maneuver. 

In  any  interchange  between  two  people  they  must  deal  not  only  with 
what  kind  of  behavior  is  to  take  place  between  them  but  how  is  that  be- 
havior to  be  qualified,  or  labeled.  A  young  lady  may  object  if  a  young 
man  places  his  arm  around  her,  but  she  may  not  object  to  this  behavior 
if  she  has  first  invited  him  to  place  his  arm  around  her.  When  she  in- 
vites it,  she  is  in  control  of  what  behavior  is  to  take  place,  and  therefore 
she  is  in  control  of  the  definition  of  the  relationship.  If  the  young  man 
spontaneously  initiates  this  message,  she  must  either  accept  it,  thereby 
letting  him  define  the  relationship,  or  oppose  it,  thereby  defining  the 
relationship  herself.  She  may  also  accept  it  with  the  quahfication  that  she 
is  letting  him  place  his  arm  around  her.  By  labeling  his  message  as  one 
permitted  by  her,  she  is  maintaining  control  of  what  kind  of  relation- 
ship they  have  with  each  other. 

Any  two  people  are  posed  the  mutual  problems:  (a)  what  messages,  or 
what  kinds  of  behavior  are  to  take  place  in  this  relationship,  and  (b) 
who  is  to  control  what  is  to  take  place  in  the  relationship  and  thereby 
control  the  definition  of  the  relationship.  It  is  hypothesized  here  that 
the  nature  of  human  communication  requires  people  to  deal  with  these 
problems  and  interpersonal  relationships  can  be  classified  in  terms  of  the 
different  ways  they  do  deal  with  them. 

It  must  be  emphasized  that  no  one  can  avoid  being  involved  in  a  strug- 
gle over  the  definition  of  his  relationship  with  someone  else.  Everyone 
is  constantly  involved  in  defining  his  relationship  or  countering  the  other 
person's  definition.  If  a  person  speaks,  he  is  inevitably  indicating  what 
type  of  relationship  he  has  with  the  other  person.  By  whatever  he  says, 
he  is  indicating  "this  is  the  sort  of  relationship  where  this  is  said."  If  a 
person  remains  mute  he  is  also  inevitably  indicating  what  type  of  rela- 
tionship he  is  in  with  the  other  person  because  by  not  speaking  he  is 
qualifying  the  other  person's  behavior.  Just  as  one  cannot  fail  to  qualify 
a  message,  he  also  cannot  fail  to  indicate  what  behavior  is  to  take  place  in 
the  relationship.  If  a  person  wishes  to  avoid  defining  his  relationship  with 
another  and  therefore  talks  only  about  the  weather,  he  is  inevitably  in- 
dicating that  the  kind  of  communication  which  should  take  place  be- 
tween them  should  be  neutral,  and  this  defines  the  relationship. 

A  basic  rule  of  communications  theory  demonstrates  the  point  that  it 
is  impossible  for  a  person  to  avoid  defining,  or  taking  control  of  the  defi- 
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nition  of,  his  relationship  with  another.  According  to  this  rule,  all  mes- 
sages are  not  only  reports  but  they  also  influence  or  command.*  A  state- 
ment such  as  "I  feel  badly  today,"  is  not  merely  a  description  of  the 
internal  state  of  the  speaker.  It  also  expresses  something  like  "Do  some- 
thing about  this,"  or  "Think  of  me  as  a  person  who  feels  badly."  Every 
message  from  one  person  to  another  tends  to  define  the  kind  of  inter- 
change which  is  to  take  place  between  them.  Even  if  one  tries  not  to  influ- 
ence another  person  by  remaining  silent,  his  silences  become  an  influenc- 
ing factor  in  the  interchange.  It  is  impossible  for  a  person  to  hand  over  to 
another  person  the  entire  initiative  on  what  behavior  is  to  be  allowed  in 
the  relationship.  If  he  indicates  he  is  doing  this,  he  is  thereby  controlling 
what  kind  of  relationship  it  is  to  be— one  where  the  other  person  is  to  indi- 
cate what  behavior  is  to  take  place.  For  example,  a  patient  may  say  to  a 
therapist,  "I  can't  decide  anything  for  myself,  I  want  you  to  tell  me  what 
to  do."  By  saying  this,  he  is  telling  the  therapist  to  take  charge  of 
what  behavior  is  to  take  place  in  the  relationship  and  therefore  to  take 
control  of  what  kind  of  relationship  it  is.  But  when  the  patient  requests 
that  the  therapist  tell  him  what  to  do,  he  is  thereby  telhng  the  therapist 
what  to  do.  This  paradox  can  arise  because  two  levels  are  always  being 
communicated:  (a)  "Tell  me  what  to  do,"  and  (b)  "Obey  my  command 
to  teU  me  what  to  do."  Whenever  one  tries  to  avoid  controlling  the  defini- 
tion of  a  relationship  he  must  at  a  more  general  level  be  controlling  what 
type  of  relationship  this  is  to  be— one  where  he  is  not  in  control. 

It  should  be  emphasized  here  that  "control"  does  not  mean  that  one 
takes  control  of  another  person  as  one  would  a  robot.  The  emphasis  here 
is  not  on  the  struggle  to  control  another  person  but  rather  on  the  strug- 
gle to  control  the  definition  of  a  relationship.  Two  people  inevitably 
work  out  together  what  kind  of  relationship  they  have  by  mutually  indi- 
cating what  kind  of  behavior  is  to  take  place  between  them.  By  behaving 
in  a  certain  way,  they  define  the  relationship  as  one  where  that  type  of 
behavior  is  to  take  place.  One  may  behave  in  a  helpless  manner  and  con- 
trol whatever  behavior  is  to  take  place  in  the  relationship,  just  as  one 
may  act  authoritarian  and  insist  that  the  other  person  behave  in  circum- 
scribed ways.  The  helpless  behavior  may  influence  the  other  person's  be- 
havior as  much,  if  not  more,  than  the  authoritarian  behavior.  If  one  acts 
helpless  he  may  be  taken  care  of  by  another  and  in  a  sense  be  in  the 
control  of  the  other,  but  by  acting  helpless  he  defines  what  kind  of  rela- 
tionship this  is  to  be— the  kind  where  he  is  taken  care  of. 

If  a  relationship  stabilizes,  the  two  people  involved  have  worked  out  a 
mutual  agreement  about  what  type  of  behavior  is  to  take  place  between 
them.  This  agreement  is  achieved  "implicitly"  by  what  they  say  and  how 
they  say  it  as  they  respond  to  each  other  rather  than  by  explicit  dis- 
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cussion.  If  one  is  to  describe  a  particular  relationship,  at  least  some 
rudimentary  terms  are  necessary  so  that  one  type  of  relationship  can  be 
diflFerentiated  from  another. 

If  one  took  all  tlie  possible  kinds  of  communicative  behavior  which  two 
people  might  interchange,  it  could  be  roughly  classified  into  behavior 
which  defines  a  relationship  as  symmetrical  and  behavior  which  defines 
a  relationship  as  complem^entary.  A  symmetrical  relationship  is  one 
'where  two  people  exchange  the  same  type  of  behavior.  Each  person  will 
initiate  action,  criticize  the  other,  offer  advice,  and  so  on.  This  type  of 
relationship  tends  to  be  competitive;  if  one  person  mentions  that  he  has 
succeeded  in  some  endeavor,  the  other  person  points  out  that  he  has  suc- 
ceeded in  some  equally  important  endeavor.  The  people  in  such  a  rela- 
tionship emphasize  their  symmetry  with  each  other. 

A  complementary  relationship  is  one  where  the  two  people  are  exchang- 
ing different  types  of  behaviors.  One  gives  and  the  other  receives,  one 
teaches  and  the  other  learns.  The  two  people  exchange  behavior  which 
complements,  or  fits  togetlier.  One  is  in  a  "superior"  position  and  the  other 
in  a  "secondary"  in  that  one  offers  criticism  and  the  other  accepts  it,  one 
offers  advice,  and  the  other  follows  it,  and  so  on. 

This  simple  division  of  relationships  into  two  types  is  useful  for  classify- 
ing different  relationships  or  different  sequences  within  a  particular  re- 
lationship. No  two  people  will  consistently  have  one  of  the  types  in  all 
circumstances;  usually  there  are  areas  of  a  relationship  worked  out  as  one 
type  or  another.  Relationships  shift  in  nature  either  rapidly,  as  when 
people  take  turns  teaching  each  other,  or  more  slowly  over  time.  When  a 
child  grows  up  he  progressively  shifts  from  a  complementary  relation- 
ship with  his  parents  toward  more  symmetry  as  he  becomes  an  adult. 

There  are  certain  kinds  of  messages  which  make  more  of  an  issue  of  the 
type  of  relationship  than  other  kinds.  A  professor  may  lecture  and  one 
.-  of  his  students  may  ask  questions  to  clarify  various  points  and  so  they 
continue  in  a  mutual  definition  of  a  complementary  relationship.  But 
when  the  student  asks  a  question  in  such  a  way  that  he  impHes,  "I  know 
as  much  about  this  as  you  do,"  the  nature  of  the  relationship  is  placed  in 
question.  The  professor  must  either  respond  in  such  a  way  that  he  rede- 
fines the  relationship  as  complementary  again,  or  he  must  accept  the  stu- 
dent's move  toward  symmetry.  The  kind  of  message  that  places  a  re- 
lationship in  question  will  be  termed  here  a  "maneuver."  In  the  example 
cited,  the  student  made  a  symmetrical  maneuver,  defining  the  relation- 
ship as  one  between  two  equals.  Such  maneuvers  are  constantly  being 
interchanged  in  any  relationship  and  tend  to  be  characteristic  of  unsta- 
ble relationships  where  the  two  people  are  groping  towards  a  common 
definition  of  their  relationship. 
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Maneuvers  to  define  a  relationship  consist  essentially  of  (a)  requests, 
commands,  or  suggestions  that  another  person  do,  say,  think,  or  feel 
something;  and  (b)  comments  on  the  other  person's  communicative  be- 
havior. Should  Mr.  A  ask  Mr.  B  to  do  something,  the  problem  is  imme- 
diately posed  whether  this  is  the  type  of  relationship  where  A  has  the 
right  to  make  that  request.  B  is  also  efiFected  by  whether  the  request  was 
made  tentatively  or  apologetically,  or  whether  it  was  a  rude  command. 
Mr.  B  may  do  what  he  is  told  and  so  accept  the  complementary  defini- 
tion of  the  relationship,  or  he  may  refuse  to  do  it  and  so  be  maneuvering 
toward  symmetry.  As  a  third  possibility,  he  may  do  it  but  with  a  qualifi- 
cation that  he  is  "permitting"  A  to  get  by  with  this  and  therefore  doing 
the  action  but  not  agreeing  to  the  definition  of  the  relationship.  As  an  ex- 
ample, if  one  employee  asks  another  of  equal  status  to  empty  the  waste- 
basket,  this  could  be  labeled  a  maneuver  to  define  the  relationship  as 
complementary.  If  the  other  raises  his  eyebrow,  this  could  be  labeled  as  a 
countermaneuver  to  define  it  as  symmetrical.  The  first  employee  may  re- 
spond to  that  raised  eyebrow  by  saying,  "Well,  I  don't  mind  doing  it  my- 
self if  you  don't  want  to."  In  this  way  he  indicates  his  original  request 
was  not  a  complementary  maneuver  but  really  a  symmetrical  one  since 
it  was  something  one  equal  would  ask  of  another.  The  issue  about  the 
relationship  was  raised  because  the  first  employee  used  that  class  of 
message  termed  here  a  maneuver— he  requested  that  the  other  person  do 
something.  Similarly,  if  a  person  comments  on  another  person's  behavior, 
the  issue  is  immediately  raised  whether  or  not  the  relationship  is  of  the 
kind  where  this  is  appropriate. 

A  compHcation  must  be  added  to  this  simple  scheme  of  relationships. 
There  are  times  when  one  person  lets  another  use  a  particular  maneuver. 
If  A  behaves  helplessly  and  so  provokes  B  to  take  care  of  him,  he  is  ar- 
ranging a  situation  where  he  is  in  a  secondary  position  since  he  is  taken 
care  of.  However,  since  he  arranged  it,  actually  B  is  doing  what  he  is 
told  and  so  A  is  in  a  superior  position.  In  the  same  way,  one  person  may 
teach  another  to  behave  as  an  equal,  and  so  ostensibly  be  arranging  a 
symmetrical  relationship  but  actually  doing  this  within  the  framework 
of  a  complementary  relationship.  Whenever  one  person  lets,  or  forces, 
another  to  define  a  relationship  in  a  certain  way,  he  is  at  a  higher  level 
defining  the  relationship  as  complementary.  Therefore  a  third  type  of  re- 
lationship must  be  added  to  the  other  two  and  will  be  termed  a  meta- 
complementary  relationship.  The  person  who  establishes  a  metacomple- 
mentary  relationship  with  another  is  controlling  the  maneuvers  of  the 
other  and  so  controlling  how  the  other  Vv^ill  define  the  relationship. 

Since  everyone  faces  the  problem  of  what  kind  of  relationship  he  will 
have  with  another  person,  and  also  the  problem  of  who  is  to  control 
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what  kind  of  relationship  he  will  have,  one  can  assume  there  are  ordinary 
means  of  deaHng  with  these  problems.  One  can  also  view  psycho- 
pathology  as  a  particular  species  of  methods  of  gaining  control  of  a  rela- 
tionship. Psychiatric  symptoms  will  be  discussed  here  in  terms  of  the  ad- 
vantages the  patient  gains  in  making  his  social  world  more  predictable 
by  the  use  of  his  symptoms. 

The  type  of  therapy  which  anyone  devises  will  be  based  upon  some 
impHcit  or  expHcit  theory  of  human  psychopathology  and  the  processes  of 
change.  Therapists  who  see  symptoms  as  a  product  of  conditioning  will 
seek  methods  of  therapy  which  emphasize  deconditioning.  If  symptoms 
are  seen  as  a  product  of  repressed  ideation,  then  the  therapy  will  be 
geared  to  bringing  into  awareness  repressed  ideas.  If  symptoms  are  seen 
as  a  method  of  deahng  with  other  people,  the  therapist  will  seek  to 
devise  means  of  preventing  the  use  of  symptomatic  methods  and  encour- 
aging the  patient  to  develop  other  ways  of  dealing  with  his  relation- 
sJbips. 

It  is  possible  to  argue  that  the  various  methods  of  psychotherapy,  in- 
cluding psychoanalysis,  have  in  common  a  particular  kind  of  interaction 
between  therapist  and  patient  and  it  is  this  interaction  which  produces 
therapeutic  change  rather  than  awareness  or  unawareness  on  the  part  of 
the  patient.  To  present  this  point  of  view  it  is  necessary  to  describe  pa- 
tients who  experience  specific  symptoms  from  the  point  of  view  of  in- 
terpersonal involvements  rather  than  in  terms  of  the  patient  alone,  e.g., 
defenses  against  repressed  ideas  or  conditioning. 

To  illustrate  the  diflFerence  in  point  of  view,  we  can  examine  a  classic 
case  of  handwashing  compulsion.  A  woman  sought  therapy  because 
she  was  forced  to  ritually  wash  her  hands  many  times  a  day  and  com- 
pulsively take  showers.  Although  she  might  feel  driven  to  wash  her  hands 
at  any  time,  she  particularly  did  so  if  she  was  exposed  to  any  type  of 
poison,  even  household  ammonia.  From  the  intrapsychic  point  of  view 
her  ritual  washing  could  be  seen  as  a  defense  against  various  kinds  of 
ideas,  including  murderous  impulses  toward  her  husband,  children, 
and  herself.  Her  productions  would  support  such  interpretations  as  well 
as  notions  that  her  compulsion  was  related  to  a  primal  scene  incident 
because  of  the  way  she  described  sleeping  in  her  parents'  bedroom  as  a 
child.  If  her  case  were  written  up  from  tlie  classic  point  of  view,  she 
would  be  described  in  terms  of  her  history,  her  fantasies,  her  guilts,  and 
so  on.  If  her  husband  were  mentioned,  it  would  probably  be  only  a 
passing  statement  that  he  was  understandably  unhappy  about  her  com- 
pulsion. It  is  improbable  that  her  husband  would  be  seen  by  a  therapist 
with  a  focus  upon  intrapsychic  problems. 

However,  in  this  case  her  husband  was  brought  into  the  therapy  and  an 
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examination  of  the  interpersonal  context  of  her  handwashing  revealed  an 
intense  and  bitter  struggle  between  the  patient  and  her  husband  over 
this  compulsion.  The  couple  was  of  German  origin,  recently  emigrated  to 
the  United  States,  and  the  husband  insisted  upon  being  tyranical  about 
all  details  of  their  lives.  He  demanded  his  own  way,  wanting  his  wife 
to  do  what  he  said  and  do  it  promptly.  However,  he  was  unable  to  have 
his  own  way  about  the  handwashing  and  the  struggle  was  constant  and 
distressing.  The  husband  regularly,  and  benevolently,  forbade  her  to 
wash  her  hands;  he  followed  her  around  to  make  sure  she  was  not 
washing  them;  he  timed  her  showers;  he  hid  the  soap  and  rationed  it  to 
her.  When  he  had  been  away,  his  greeting  included  a  query  about  her 
handwashing.  He  even  pointed  out  that  if  she  loved  him  she  would  stop 
this  washing  compulsion,  so  that  when  she  was  angry  with  him  she  could 
express  her  dislike  by  washing  her  hands. 

Although  the  wife  objected  to  her  husband's  tyranical  ways,  she  was 
unable  to  oppose  him  on  any  issue— except  her  handwashing.  She  could 
refuse  to  do  as  he  said  in  that  area  because  she  could  point  out  it  was  an 
involuntary  compulsion.  However,  as  a  result  of  the  handwashing  she 
actually  managed  to  refuse  to  do  almost  anything  he  suggested.  If  he 
wanted  to  go  somewhere  with  her,  she  could  not  because  she  might  be 
exposed  to  some  poison.  He  insisted  on  a  spotlessly  clean  house,  but  she 
could  not  clean  the  house  because  she  was  busy  washing  her  hands.  He 
liked  the  dishes  done  neatly  and  promptly,  but  she  had  difficulty  with 
dishes  because  once  she  placed  her  hands  in  water  she  was  compelled 
to  go  on  washing  them.  Although  her  husband  insisted  upon  always  hav- 
ing his  own  way  and  being  master  in  the  house  (of  course,  his  wife  was 
supporting  him  financially),  he  was  dethroned  by  the  simple  washing 
of  a  pair  of  hands. 

It  would  be  possible  to  dismiss  this  interpersonal  aspect  of  the  woman's 
symptom  as  mere  secondary  gain  and  confine  therapy  to  bringing  into 
her  awareness  her  repressed  ideas.  A  person  with  such  an  approach 
would  assume  that  as  the  woman  discovers  the  genesis  of  her  symptom, 
her  compulsion  will  lessen,  and  as  she  washes  her  hands  less  her  hus- 
band will  be  happier  with  her.  There  are  several  difficulties  with  this 
rather  naive  point  of  view.  For  one  thing,  when  the  woman  enters  ther- 
apy she  may  gain  some  awareness  of  what  is  "behind"  her  symptom,  but 
she  is  also  going  to  be  intensely  involved  with  a  therapist  whose  goal  is 
to  get  her  over  the  problem  of  compulsive  washing  with  all  the  implica- 
tions of  a  lifetime  of  people  trying  to  do  just  that.  The  therapist  might 
insist  that  he  is  concerned  with  the  ideas  behind  the  symptom  and  he  is 
not  attempting  to  prevent  her  washing  her  hands,  but  the  context  of  the 
relationship  is  the  premise  that  he  is  going  to  help  her  get  over  this  prob- 
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lem.  It  is  a  decidedly  open  question  whether  improvement  will  come 
to  her  from  ideas  coming  into  her  awareness  or  the  fact  that  she  cannot 
deal  with  the  therapist  by  way  of  her  symptom  as  she  has  with  her  hus- 
band and  with  others,  since  the  therapist  dechnes  to  openly  oppose  the 
compulsion. 

A  further  diflBculty  in  the  intrapsychic  focus  is  the  assumption  that  her 
husband  will  be  happier  if  she  improves.  There  is  a  gathering  amount  of 
evidence  that  when  a  patient  improves,  the  mate  becomes  disturbed  and 
begins  to  behave  in  ways  which  negate  the  improvement.  A  symptom 
can  be  seen  not  only  as  a  way  a  patient  deals  with  someone  else,  but 
also  as  part  of  an  arrangement  which  is  worked  out  in  implicit  collabora- 
tion with  other  people.  In  this  case  the  husband  and  wife  had  built  their 
relationship  around  the  wife's  compulsion,  in  fact,  they  were  unable  to 
fight  about  any  other  issue.  Further,  they  had  worked  out  the  agree- 
ment that  she  was  the  sick  one  and  whatever  went  wrong  in  the  family 
it  could  be  blamed  upon  her  and  her  compulsion.  Should  this  woman  re- 
ceive some  "insight"  into  her  internal  conflicts  about  the  symptom,  she 
would  still  be  faced  with  giving  up  a  way  of  hfe  and  a  way  of  dealing 
with  her  husband  if  she  were  to  give  up  her  symptom.  Of  course,  the 
symptom  can  be  seen  not  only  as  a  rather  desperate  way  of  dealing  with 
her  husband,  but  also  as  a  method  of  protecting  him  from  facing  his 
own  problems  and  the  other  diflBculties  in  their  marriage. 

From  the  point  of  view  offered  here,  the  crucial  aspect  of  a  symptom  is 
the  advantage  it  gives  the  patient  in  gaining  control  of  what  is  to  happen 
in  a  relationship  with  someone  else.  A  symptom  may  represent  consid- 
erable distress  to  a  patient  subjectively,  but  such  distress  is  preferred  by 
some  people  to  living  in  an  unpredictable  world  of  social  relationships 
over  which  they  have  little  control.  A  patient  with  an  alcoholic  wife 
once  said  that  he  was  a  man  who  hked  to  have  his  own  way  but  his  wife 
always  won  by  getting  drunk.  His  wife,  who  was  present  in  the  therapy 
session,  became  indignant  and  said  she  won  nothing  but  unhappiness  by 
her  involuntary  drinking.  Yet  obviously  she  did  win  something  by  it.  In 
this  case  she  won  almost  complete  control  of  her  relationship  with  her 
husband.  He  could  not  go  where  he  wanted  because  she  might  drink;  he 
could  not  antagonize  her  or  upset  her  because  she  might  drink;  he 
could  not  leave  her  alone  ( unless  he  could  encourage  her  to  pass  out )  be- 
cause of  what  she  might  do  when  drunk;  and  he  could  not  make  any 
plans  but  had  to  let  her  initiate  whatever  happened.  In  other  words,  she 
could  bring  him  to  heel  merely  by  picking  up  a  glass.  She  might  suffer 
distress  and  humiHation  and  even  provoke  her  husband  to  beat  her,  but 
she  provoked  those  situations  and  thereby  controlled  what  was  to  hap- 
pen. Similarly,  her  husband  could  provoke  her  to  drink  at  any  time, 
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either  by  exhibiting  some  anxiety  himself  or  forbidding  her  drinking. 
Each  partner  must  make  a  contribution  to  perpetuating  the  symptom  and 
each  has  needs  satisfied  by  it.  However,  they  both  have  other  needs  and  ~" 
although  the  symptom  may  work  out  as  a  compromise  it  tends  to  be  an 
unstable  one.  Yet  when  the  wife  goes  to  a  therapist,  she  is  immediately 
threatened  by  the  same  situation  she  has  with  her  husband— how  much 
control  is  she  going  to  let  someone  else  have  over  the  relationship  with 
her. 

Let  us  take  a  somewhat  extreme  example  of  the  initial  process  in  ther- 
apy to  illustrate  the  struggle  for  control  which  must  inevitably  take  place. 
A  woman  calls  a  therapist  and  asks  for  an  appointment,  and  the  thera- 
pist says  he  will  see  her  on  Monday.  She  asks  if  it  can  be  Tuesday  since 
she  has  not  been  feeling  well  and  hopes  to  feel  better  by  then.  Let  us 
suppose  he  agrees  to  Tuesday  and  says  he  will  see  her  at  10  o'clock  on 
that  day.  She  asks  if  she  can  see  him  in  the  afternoon  since  mornings 
are  diflBcult  for  her.  Let  us  suppose  he  agrees  to  an  afternoon  appoint- 
ment and  gives  her  his  oflBce  address.  She  replies,  "I'm  really  so  fright- 
ened about  leaving  the  house,  I  wonder  if  you  could  come  to  my  home." 

Although  this  example  is  exaggerated,  it  illustrates  a  process  that  goes 
on  in  more  subtle  ways  in  the  opening  interchange  between  therapist 
and  patient.  Immediately  the  issue  between  therapist  and  patient  is  this: 
who  is  to  control  what  kind  of  behavior  is  to  take  place  between  them. 
The  patient  who  will  maneuver  to  set  the  time  and  place  will  also 
maneuver  to  control  what  is  said  when  they  begin  to  interact.  It  is  the 
importance  to  the  woman  of  controlling  her  relationships  which  makes  her 
a  candidate  for  psychotherapy.  One  can  assume  she  must  have  suffered 
many  disappointments  with  people  to  so  desperately  try  to  circum- 
scribe their  behavior,  yet  it  is  her  insistence  on  this  type  of  control  which 
inevitably  makes  her  relationships  unfortunate. 

It  is  not  pathological  to  attempt  to  gain  control  of  a  relationship,  we  all  t 
do  this,  but  when  one  attempts  to  gain  that  control  while  denying  it,  then 
such  a  person  is  exhibiting  symptomatic  behavior.  In  any  relationship  that~~ 
stabilizes,  such  as  that  between  a  husband  and  wife,  the  two  people 
work  out  agreements  about  who  is  to  control  what  area  of  the  relation- 
ship. They  may  agree  that  the  nature  of  the  husband's  work  is  within  his 
control  and  he  has  a  right  to  circumscribe  his  wife's  behavior  on  this  is- 
sue. Should  he  fail  in  his  job  or  make  insuflBcient  income,  this  agreement 
may  be  called  in  question  by  the  wife.  They  must  either  change  the 
agreement  then,  or  reinforce  the  old  one.  Difficult  relationships  are  those  . 
where  the  two  people  cannot  reach  agreement  on  a  mutual  definition  of 
areas  of  the  relationship.  When  one  bids  for  control  of  an  area,  the  other 
bids  for  control  and  they  are  in  a  struggle.  The  struggle  may  be  con- 
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ducted  by  open  battle,  by  sabotage,  or  by  passive  resistance,  just  as  it 
may  be  crude  and  obvious  or  infinitely  rich  and  subtle. 

However,  diflBcult  relationships  do  not  necessarily  produce  psychiatric 
symptoms.  A  relationship  becomes  psychopathological  M^hen  one  of 
the  two  people  will  maneuver  to  circumscribe  the  other's  behavior  while 
indicating  he  is  not.  The  wife  in  such  a  relationship  will  force  her  hus- 
band to  take  care  of  the  house  in  such  a  way  that  she  denies  she  is  do- 
ing so.  She  may,  for  example,  have  obscure  dizzy  spells,  an  allergy  to 
soap,  or  various  types  of  attacks  which  require  her  to  lie  down  regularly. 
Such  a  wife  is  circumscribing  her  husband's  behavior  while  denying  that 
she  is  doing  this;  after  all,  she  cannot  help  her  dizzy  spells. 

When  one  person  circumscribes  the  behavior  of  another  while  denying 
that  he  is  doing  so,  the  relationship  begins  to  be  rather  peculiar.  For  ex- 
ample, when  a  wife  requires  her  husband  to  be  home  every  night  be- 
cause she  has  anxiety  attacks  when  she  is  left  alone,  he  cannot  acknowl- 
edge that  she  is  controlling  his  behavior  because  she  is  not  requiring 
him  to  be  home— the  anxiety  is  and  her  behavior  is  involuntary.  Neither 
can  he  refuse  to  let  her  control  his  behavior  for  the  same  reason.  When  a 
person  is  ofiFered  two  directives  which  conflict  with  each  other  and 
which  demand  a  response,  he  can  respond  by  indicating  he  is  not  re- 
sponding to  a  directive.  The  formal  term  for  such  a  communication  se- 
quence as  it  is  described  here  is  a  paradox. 

The  idea  of  paradoxical  communication  patterns  derives  from  the  Rus- 
seUian  paradoxes  in  classification  systems.  As  it  is  used  here,  the  term 
paradox  is  a  term  for  describing  a  directive  which  qualifies  another  direc- 
tive in  a  conflicting  way  either  simultaneously  or  at  a  different  moment 
in  time.  If  one  person  directs  another  to  do  a  particular  act,  a  paradox 
is  not  necessarily  evident,  but  when  one  person  directs  another  not  to 
follow  his  directives,  the  paradox  is  obvious.  The  receiver  cannot  obey 
the  directive  nor  disobey  it.  If  he  obeys  the  directive  not  to  follow  direc- 
tives, then  he  is  not  following  directives.  This  paradox  occurs  because 
one  directive  is  qualified  by  another  in  a  conflictual  way.  If  it  is  qualified 
by  another,  it  is  at  a  different  level  of  classification  from  the  other.  In 
contrast,  if  two  directives  are  at  the  same  level  of  abstraction,  such  as 
"do  it"  and  "don't  do  it,"  they  contradict  each  other.  No  contradiction  is 
involved  when  they  are  at  different  levels,  just  as  a  class  and  the  item 
within  it  cannot  contradict  each  other,  they  can  only  conflict  in  a  paradoxi- 
cal way.  For  example,  if  one  says  to  another  "Do  a  certain  thing," 
and  qualifies  this  directive  with  "Don't  obey  my  orders,"  there  is  no  con- 
tradiction, but  only  a  conflict  at  different  levels.  Similarly,  if  one  says,  "I 
am  directing  you  to  respond  spontaneously,"  a  paradox  is  posed— one  can- 
not obey  a  directive  "spontaneously."  This  type  of  communication  se- 
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quence  is  common  in  human  relationships  and  is  particularly  evident  in 
certain  types  of  relationships. 

The  communication  sequence  which  occurs  when  one  person  offers  con- 
flicting directives  will  be  described  here  as  the  posing  of  a  paradox.  The 
response  of  the  receiver  may  be  of  various  types:  he  may  terminate  the 
relationship,  he  may  comment  upon  the  impossible  situation  in  which  he 
is  placed,  or  he  may  respond  by  indicating  that  he  is  not  responding  to 
the  other  person.  That  is,  he  may  respond  with  paradoxical  communi- 
cation. This  latter  response  is  typical  of  hypnotic  trance,  symptomatic 
behavior,  and  "spontaneous"  change  in  psychotherapy.  When  a  person  re- ' 
sponds  by  indicating  he  is  not  responding  to  the  other  person,  a  paradox- 
ical relationship  is  established.  One  person  is  directing  another,  while 
indicating  the  other  should  not  follow  his  directions,  and  the  other  per- 
son is  responding  by  indicating  he  is  not  responding  to  the  directives  in 
this  place  at  this  time.  When  one  notes  that  any  message  exchanged  be- 
tween people  has  directive  aspects,  then  it  is  evident  that  the  exchange 
of  paradoxical  communication  will  be  common  (and  the  description  of 
human  behavior  will  never  be  simple ) . 

When  two  people  are  attempting  to  control  the  type  of  relationship  by 
circumscribing  each  other's  behavior,  it  is  apparent  that  the  person 
posing  paradoxical  directives  will  "win."  The  other  person  cannot  define 
the  relationship  by  obeying  directives  or  refusing  to  obey  them,  because 
he  is  being  asked  to  do  both  simultaneously. 

The  unfortunate  thing  about  paradoxical  relationships  is  that  the  per- 
son posing  paradoxes  wins  control  of  a  particular  area  of  behavior,  but 
in  doing  so  he  requires  the  other  person  to  respond  in  a  similar  way  and 
so  perpetuates  the  conflictual  relationship.  The  husband  who  must  re- 
main home  every  night  with  an  anxious  wife  will  qualify  his  staying 
home  with  an  indication  that  he  is  not  doing  this  in  response  to  her,  or 
out  of  choice,  her  anxiety  is  requiring  this  involuntary  behavior  from 
him.  The  wife  cannot  win  an  acknowledgment  that  he  wants  to  be  home 
with  her  or  that  he  does  not.  She  also  cannot  be  sure  that  she  has  con- 
trol over  the  relationship  in  this  area.  She  wins  only  the  response  she 
offers;  an  action  quahfied  by  a  denial  that  the  person  has  voluntarily  chos--«' 
en  to  ipake  that  action.  Consequently,  as  long  as  she  behaves  in  a  symp- 
tomatic way,  she  cannot  receive  reassurance  that  he  wants  to  be  with 
her  and  would  choose  voluntarily  to  stay  at  home.  She  therefore  cannot 
be  reassured  and  so  take  responsibility  for  asking  him  to  stay  home  for 
her  sake,  but  continues  to  ask  him  to  stay  home  for  the  anxiety's  sake,  and 
the  perpetuation  of  the  symptom  is  assured.  When  this  type  of  com- 
munication sequence  is  initiated,  it  becomes  pathogenic. 
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The  primary  gain  of  symptomatic  behavior  in  a  relationship  could  be 
said  to  be  the  advantage  of  setting  rules  for  that  relationship.  The  defeat 
produced  by  symptomatic  behavior  is  that  one  cannot  take  either  the 
credit  or  the  blame  for  being  the  one  who  sets  those  rules.  If  a  person  is 
unable  to  ask  something  for  himself  and  must  deny  that  he  is  asking,  he 
also  can  never  take  the  responsibility  of  receiving.  It  seems  to  be  a  law 
of  Hfe  that  one  must  take  the  responsibility  for  one's  behavior  in  a  re- 
lationship if  one  is  ever  to  receive  credit  for  the  results. 
^  Since  whatever  a  person  communicates  to  another  person  is  setting  the 
rules  for  how  that  person  is  to  behave,  the  interchange  between  thera- 
pist and  patient  will  inevitably  center  upon  who  is  to  set  those  rules. 
Although  psychotherapy  involves  many  factors,  such  as  support,  en- 
couragement of  self-expression,  education,  and  so  on,  it  is  of  crucial  im- 
portance that  the  therapist  deal  successfully  with  the  question  whether 
he  or  the  patient  is  to  control  what  kind  of  relationship  they  will  have. 
No  form  of  therapy  can  avoid  this  problem,  it  is  central,  and  in  its  res- 
olution is  the  source  of  therapeutic  change. 

If  the  patient  gains  control  in  psychotherapy,  he  will  perpetuate  his  dif- 
ficulties since  he  will  continue  to  govern  by  symptomatic  methods.  If 
one  describes  successful  therapy  as  a  process  whereby  a  therapist  main- 
tains control  of  what  kind  of  relationship  he  will  have  with  a  patient, 
then  it  becomes  necessary  to  consider  the  tactics  which  a  person  can  use 
to  gain  control  of  the  relationship  with  another  person  and  therefore  in- 
fluence his  emotions  and  somatic  sensations.  Those  tactics  which  have 
developed  in  various  methods  of  psychotherapy  are  the  subject  of  this 
book.  A  number  of  types  of  psychotherapy  will  be  mentioned  in  passing, 
,but  particular  emphasis  v^U  be  placed  upon  directive  psychotherapy, 
awareness  therapy,  the  therapy  of  schizophrenics,  marriage  therapy,  and 
family  therapy.  A  purpose  of  this  work  is  to  suggest  that  therapeutic 
change  results  from  the  set  of  therepeutic  paradoxes  which  these  various 
methods  of  psychotherapy  have  in  common.  The  nature  of  the  thera- 
peutic paradox  will  be  explored  in  relation  to  various  methods  used  by 
psychotherapists. 


CHAPTER 


How  Hypnotist  and  Subject  Maneuver 
Each  Other 


Any  psychological  theory  which  presumes  to  explain  man  must  include 
an  explanation  of  that  peculiar  phenomenon  the  hypnotic  trance.  Psy- 
chiatry owes  a  great  debt  to  the  field  of  hypnosis;  much  of  the  descrip- 
tive theory  of  intrapsychic  processes  which  is  now  common  parlance  was 
developed  in  the  attempt  to  explain  the  behavior  of  subjects  in  trance. 
As  far  back  as  1884,  Bernheim^  and  others  were  postulating  the  exist- 
ence of  a  conscious  and  an  unconscious  to  explain  amnesia  and  selective 
awareness  in  hypnotic  subjects.  The  idea  that  thoughts  follow  associative 
pathways  was  postulated  because  of  similar  observations.  When  Freud 
developed  this  theory  of  an  unconscious  intrapsychic  structure  he  came 
from  an  hypnotic  orientation  and  his  cHnical  contributions  were  ob- 
vously  influenced  by  the  investigations  of  hypnosis  in  the  nineteenth  cen- 
tury. In  the  literature  of  the  last  two  decades  of  that  century  there  are 
debates  about  whether  there  is  an  unconscious  part  of  the  conscious  or 
a  conscious  part  of  the  unconscious  as  well  as  questions  about  the 
function  of  a  discriminating  ego  in  this  structure,  all  of  which  seems 
reminiscent  of  some  current  discussions.  Today,  much  of  the  theory 
about  individuals,  whether  in  the  field  of  hypnosis  or  in  psychiatry, 
appears  to  be  revisions  of,  or  attempts  to  test  and  document  ideas  de- 
veloped during  that  fruitful  period  when  the  hypnotized  subject  was  a 
puzzle  to  those  who  were  investigating  the  nature  of  man's  mental  proc- 
esses. 

Just  as  the  focus  has  been  only  upon  the  individual  in  psychiatric  de- 
scriptions of  symptoms,  so  has  the  focus  been  only  upon  the  individual 
in  descriptions  of  hypnosis.  While  intrapsychic  theories  were  being 
postulated,  there  was  no  concurrent  attempt  to  focus  upon  the  hypnotic 
relationship.  Investigators  today  continue  in  this  determined  struggle 
to  confine  theoretical  descriptions  of  hypnosis  to  the  single  individual, 
even  though  the  hypnotic  trance  more  than  any  other  psychological 
phenomenon  has  required  a  relationship  for  its  appearance.  When  Mes- 
mer  proffered  his  magnets  and  subjects  responded  with  trance  behavior, 
it  seemed  reasonable  that  theoretical  questions  should  center  upon  the 
nature  of  magnetism  and  its  influence  on  human  beings,  with  little  or  no 
description  of  the  subject's  relationship  to  Mesmer.  When  Braid  later 
induced  trance  behavior  by  eye  fixation,  the  theories  shifted  from  mag- 
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netic  properties  to  ideas  about  the  individual's  nervous  system  because 
of  the  argument  that  trance  was  obviously  the  result  of  the  physiological 
eflPects  of  tiredness  of  the  eyes.  Later  when  it  was  found  that  trance  could 
be  induced  in  other  ways,  such  as  by  having  the  subject  merely  imagine 
that  he  was  fixating  his  eyes  upon  a  point,  the  focus  shifted  to  an  in- 
vestigation of  "suggestion."  One  would  expect  that  at  this  point  the  sub- 
ject of  investigation  would  be  the  relationship  between  the  suggester  and 
the  person  suggested  to.  For  example,  it  would  be  noted  that  in  all 
trance  inductions  the  hypnotist  tells  the  subject  what  to  do.  Instead,  the 
focus  upon  the  individual  continued  and  the  theoretical  problem  became 
one  of  classifying  individuah  as  more  or  less  suggestible.  A  "suggestion" 
then  came  to  be  described  as  a  magnet  had  previously  been  described— a 
thing  in  itself  which  influenced  people  independent  of  the  relationship. 
This  pecuhar  avoidance  of  the  nature  of  the  hypnotic  relationship  has 
paralleled  the  descriptive  emphasis  in  psychotherapy  where  the  focus  is 
upon  the  patient  rather  than  upon  the  therapeutic  relationship. 

Although  the  hypnotic  trance  as  an  individual  phenomenon  could  be 
irrelevant  to  psychotherapy,  as  a  model  for  describing  the  maneuvers  of 
one  person  attempting  to  bring  about  changes  in  another  it  is  most  per- 
tinent. If  one  assumes  that  in  the  hypnotic  relationship  an  individual  can 
change  his  perception,  his  emotions,  and  his  somatic  sensations  there  is 
no  greater  argument  for  the  influence  one  person  can  have  in  relation  to 
another.  The  similarities  between  the  process  of  trance  induction  and 
the  process  of  psychotherapy  are  apparent  when  one  views  the  relation- 
ship. Each  situation  is  usually  conducted  with  a  patient  or  subject  who 
sought  this  experience,  and  each  consists  essentially  of  a  conversation 
between  two  people  with  one  attempting  to  induce  change  in  the  other. 
Those  who  assume  that  the  hypnotic  and  the  psychotherapeutic  situa- 
tion are  different  have  never  examined  both.  In  the  past  the  hypnotic  re- 
lationship might  have  appeared  unique  if  one  thought  of  an  authoritar- 
ian hypnotist  giving  his  "sleep"  commands  to  a  passive  subject,  but  that 
type  of  induction  is  only  one  of  many.  In  the  last  30  years  induction  tech- 
niques have  become  so  various  that  it  is  diflBcult  to  differentiate  the  hyp- 
notic relationship  from  other  kinds  by  any  obvious  means.  Today  a 
trance  can  be  induced  with  an  apparently  casual  conversation,  or  in  one 
member  of  an  audience  while  the  lecturer  is  talking  to  the  group,  or  in 
one  person  while  the  hypnotist  is  deahng  with  another.  A  trance  can 
even  be  induced  when  the  hypnotist  does  nothing.  For  example,  Milton 
H.  Erickson  once  invited  a  subject  up  to  the  lecture  platform  for  a  dem- 
onstration. When  the  woman  joined  him  on  the  platform,  Erickson  merely 
stood  and  did  nothing.  The  woman  went  into  a  trance.  When  asked  why 
this  happened,  Erickson  explained,  "She  came  up  before  all  those  people 
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to  be  hypnotized,  and  I  didn't  do  or  say  anything.  Someone  obviously 
had  to  do  something,  and  so  she  went  into  a  trance."  This  method  is 
particularly  eflPective  with  a  resistant  subject;  there  is  notliing  to  resist.  In 
some  ways  the  procedure  is  similar  to  the  extremely  nondirective  thera- 
pist. The  patient  comes  for  help  and  the  therapist  does  and  says  noth- 
ing. Someone  has  to  do  something,  and  so  the  patient  undergoes  a 
change.  Of  course,  this  is  a  somewhat  facetious  way  to  draw  a  parallel 
between  psychotherapy  and  hypnotic  induction,  but  the  variety  of  ways 
trance  can  be  induced  today  and  the  variety  of  psychotherapy  situations 
raise  serious  questions  about  similarities. 

A  rather  strange  alliance  has  always  existed  between  psychoanalysis 
and  the  theory  and  clinical  use  of  hypnosis.  Investigators  have  consid- 
erably oversimplified  the  hypnotic  trance  by  focussing  upon  the  in- 
dividual alone  and  attempting  to  explain  trance  as  a  regression  or  in  terms 
of  transference.  Yet  there  has  been  a  certain  reluctance  on  the  part  of 
such  theoreticians  to  explain  regression  and  transference  during  psycho- 
analysis in  terms  of  trance  induction.  An  obvious  question  posed  when 
it  is  argued  that  regression  and  transference  occur  in  both  hypnosis  and 
psychoanalytic  therapy  is  this:  Is  the  relationship  between  hypnotist- 
subject  and  analyst-patient  formally  the  same  so  that  the  product  of  the 
relationship  is  similar  type  of  behavior  in  subject  and  patient?  For  ex- 
ample, is  the  patient  who  has  a  vivid  recall  of  an  emotional  experience  in 
one  psychoanalytic  session  which  is  not  recalled  in  the  next  session  ex- 
hibiting resistance  or  hypnotic  amnesia?  Is  there  a  difference?  It  will  be 
argued  in  this  work  that  both  types  of  relationships  are  formally  similar 
if  one  examines  them  in  terms  of  the  paradoxes  posed  in  the  interac- 
tion, and  therefore  one  could  expect  similar  responsive  behavior  in  pa- 
tient and  subject. 

The  clinical  use  of  hypnosis  has  inevitably  paralled  the  current  ideas 
about  the  nature  of  psychotherapeutic  change.  When  therapists  are 
more  directive,  hypnosis  emphasizes  direction.  When  the  current  vogue 
is  awareness  or  insight  therapy,  hypnosis  is  adapted  along  those  lines. ^^ 
Hypnoanalysis  had  its  day,  and  that  day  now  appears  to  have  passed. 
When  it  was  assumed  that  bringing  unconscious  ideas  into  awareness 
and  relating  them  to  childhood  experiences  was  a  basic  cause  of  change, 
the  use  of  hypnosis  was  obviously  in  order.  With  a  good  subject  there 
are  a  variety  of  devices  for  bringing  ideas  into  awareness  and  the  recall  of 
the  past  is  facilitated  with  trance.  One  can  even  have  a  subject  visual- 
ize parallel  incidents  in  the  present  and  past  so  that  the  connections  are 
obvious,  if  one  wishes  to  do  so.  However,  psychoanalysts  were  not  satis- 
fied with  mere  hfting  of  repression  or  childhood  recall,  they  argued  that 
the  focus  of  the  therapy  should  be  upon  the  resistance  to  these  proc- 
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esses.  It  was  the  working  through  of  these  resistances  which  caused  the 
change.  The  analytic  emphasis  was  not  upon  the  subject  resisting  the 
analyst,  since  only  the  subject  was  the  focus  of  description,  but  upon 
the  resistance  of  the  subject  to  his  own  internal  processes.  It  would  ap- 
pear that  hypnosis  made  yet  another  contribution  to  psychoanalysis 
since  the  emphasis  upon  working  through  resistance  and  transference  in- 
terpretations was  apparently  caused  by  the  lack  of  therapeutic  result 
with  the  hypnotic  lifting  of  repression  and  childhood  recall.  Although  a 
hypnotist  would  say  that  resistance,  too,  could  be  suggested  to  the  sub- 
ject, this  was  analytically  unsatisfactory.  The  process  of  working  through 
resistance  should  occur  in  the  "natural"  process  between  analyst  and  pa- 
tient with  the  resistance  arising  when  it  should  and  being  dealt  with 
when  it  arose.  Hypnotic  techniques  of  directly  suggesting  resistance  are 
considered  more  "unnatural"  and  diflFerent  from  advising  the  analysand 
that  in  the  process  of  treatment  he  is  expected  to  become  resistant. 

The  question  of  how  best  to  use  hypnosis  as  a  cHnical  tool  can  only  be 
answered  if  one  first  describes  the  phenomenon  of  hypnosis.  Clinically 
the  use  of  hypnosis  has  appeared  and  disappeared  during  the  years,  al- 
most being  discarded  entirely  when  Freud  abandoned  the  use  of  overt 
hypnosis.  The  current  acceptance  of  hypnosis  will  probably  be  upon  a 
different  basis  than  in  the  past.  With  the  shift  in  focus  from  the  individ- 
ual to  both  persons,  it  follows  that  a  description  of  hypnosis  in  terms  of 
the  relationship  must  be  provided  before  we  can  discover  its  potential 
for  bringing  about  therapeutic  change.  An  interpersonal  description  of 
hypnosis  will  be  offered  here  as  a  way  of  establishing  certain  premises 
about  human  relationships  and  to  provide  a  model  and  some  terminology 
which  can  be  applied  to  the  psychotherapeutic  relationship. 

As  in  most  other  psychological  problems,  theories  of  hypnosis  have  con- 
centrated upon  the  state  of  the  individual  rather  than  the  transactions 
between  hypnotist  and  subject.  The  resulting  literature  consists  of  con- 
jectures about  the  perceptual  or  physiological  nature  of  hypnotic  trance 
with  a  surprising  number  of  conflicting  ideas  and  insoluble  contradic- 
tions. The  various  theoreticians  have  proposed  at  least  the  following  de- 
scriptions of  hypnotic  trance.  The  trance  is  sleep,  but  it  is  not  sleep.  It 
is  a  conditioned  reflex,  but  it  occurs  without  conditioning.  It  is  a  transfer- 
ence relationship  involving  libidinal  and  submissive  instinctual  strivings, 
but  this  is  because  of  aggressive  and  sadistic  instinctual  strivings.  It  is  a 
state  in  which  the  person  is  hypersuggestible  to  another's  suggestions, 
but  one  where  only  autosuggestion  is  effective  since  compliance  from 
the  subject  is  required.  It  is  a  state  of  concentrated  attention,  but  it  is 
achieved  by  dissociation.  It  is  a  process  of  role  playing,  but  the  role  is 
real.  It  is  a  neurological  change  based  upon  psychological  suggestions, 
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but  the  neurological  changes  have  yet  to  be  measured  and  the  psy- 
chological suggestions  have  yet  to  be  defined.  Finally,  there  is  a  trance 
state  which  exists  separately  from  trance  phenomena,  such  as  catalepsy, 
hallucinations,  and  so  on,  but  these  phenomena  are  essential  to  a  true 
trance  state. 

One  can  wonder  if  a  rigorous  answer  is  possible  to  the  question:  Is 
there  a  state  called  "trance"  which  is  diflFerent  from  the  normal  state  of 
being  "awake?"  The  "trance"  state  is  by  definition  a  subjective  experience. 
It  can  be  investigated  only  if  the  investigator  examines  his  subjective 
experiences  when  supposedly  in  such  a  state.  This  is  a  most  unreliable 
method  of  research,  particularly  when  one  is  dealing  with  the  slippery 
perceptive  experiences  of  hypnotic  trance.  Whether  or  not  another  per- 
son is  in  a  trance  state  cannot  really  be  known  any  more  than  what  an- 
other person  is  thinking  can  be  known— or  even  if  he  is  thinking.  We  can 
observe  the  communicative  behavior  of  a  person,  but  we  can  only  con- 
jecture about  his  subjective  experiences.  A  rigorous  investigation  of  hyp- 
nosis must  center  on  the  communicative  behavior  of  hypnotist  and 
trance  subject  with,  at  most,  careful  conjecture  about  the  internal  proc- 
esses which  provoke  the  behavior. 

Debate  about  hypnosis  has  always  centered  around  the  question  of 
whether  a  subject  is  really  experiencing  a  phenomenon  or  only  behaving 
as  if  he  is.  Such  a  debate  is  essentially  unresolvable.  The  few  crude  in- 
struments available,  such  as  the  GSR  and  the  EEG,  indicate  slight  physi- 
ological changes,  but  no  instrument  can  tell  us  whether  a  subject  is 
really  hallucinating  or  really  experiencing  an  anesthesia.  At  most,  we  can 
poke  him  with  a  sharp  instrument  in  the  supposedly  anesthetized  area 
or  amputate  a  limb,  as  Esdaile  did,  and  observe  his  communicative  be- 
havior. Our  only  data  are  the  communications  of  the  subject,  the  rest  is 
inevitably  conjecture. 

It  would  seem  practical  to  begin  an  investigation  of  hypnosis  with  an 
analysis  of  what  can  be  seen  and  recorded  on  fikn  in  the  hypnotic  situa- 
tion and  thereby  limit  what  needs  to  be  inferred  from  the  subject's 
behavior.  If  an  investigation  centers  on  the  process  of  communication  be- 
tween a  hypnotist  and  subject,  then  answerable  questions  about  hyp- 
nosis can  be  posed:  Is  the  communicative  behavior  of  a  supposedly  hyp- 
notized subject  significantly  different  from  the  communicative  behavior 
of  that  person  when  not  hypnotized?  What  sequences  of  communica- 
tion between  hypnotist  and  trance  subject  produce  the  communicative 
behavior  characteristic  of  a  person  in  trance?  Answers  to  these  questions 
will  explain  what  is  unique  to  the  hypnotic  relationship  and  differen- 
tiates it  from  all  others.  To  answer  such  questions  a  system  for  describ- 
ing communicative  behavior  is  needed.  An  approach  to  such  a  system 
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will  be  oflFered  here  with  the  argument  that  human  interaction  can  be 
dissected  and  labeled  and  that  a  particular  kind  of  communication  se- 
quence is  characteristic  of  the  hypnotic  relationship. 

In  the  literature  on  hypnosis  there  is  sufficient  repetition  of  ideas  so 
that  a  few  generahzations  can  be  made  about  the  hypnotic  situation  which 
would  be  agreed  upon  by  most  hypnotists.  It  is  now  generally  accepted 
that  hypnotic  trance  has  something  to  do  with  a  relationship  between 
the  hypnotist  and  subject.  In  the  past  it  was  assumed  that  trance  was  the 
result  of  the  influence  of  the  planets  or  merely  something  happening 
inside  the  subject  independently  of  the  hypnotist.  Currently,  it  is  as- 
sumed that  hypnotic  phenomena  result  from  an  interpersonal  relation- 
ship as  hypnotist  and  trance  subject  communicate  with  one  another  by 
verbal  and  nonverbal  behavior.  It  is  also  generally  agreed  that  "trance" 
involves  a  focusing  of  attention.  The  subject  does  not,  while  in  trance,  re- 
port about  activities  outside  the  task  defined  by  the  hypnotist,  and  his 
reports  about  the  hypnotic  task  are  in  agreement  with  the  hypnotist's  re- 
ports. In  addition,  it  is  assumed  that  the  relationship  between  hypnotist 
and  subject  is  such  that  the  hypnotist  initiates  what  happens  in  the  situ- 
ation. He  initiates  a  sequence  of  messages,  and  the  subject  responds. 
The  common  assumption  that  the  hypnotist  must  have  "prestige"  with  the 
subject  seems  to  be  an  agreement  that  the  subject  must  accept  the  hyp- 
notist as  the  person  who  will  initiate  ideas  and  suggestions.  Although  the 
subject  may  respond  to  the  hypnotist's  messages  in  his  own  unique  way, 
still  by  definition  he  is  responding  and  thereby  acknowledging  the  hyp- 
notist to  be  the  one  who  has  the  initiative'  in  the  situation.  In  those  in- 
stances where  the  subject  decides  the  task,  it  is  impHcitly  agreed  that  the 
hypnotist  is  letting  this  happen.  It  is  also  accepted  that  in  every  induc- 
tion the  hypnotist  at  some  point  "challenges"  the  subject  either  expHcitly 
or  impHcitly  to  try  to  do  something  he  has  been  told  he  cannot  do. 

These  few  generalizations  are  acceptable  to  an  investigator  of  hypnosis. 
There  is  one  further  generaHzation  which  makes  exphcit  what  is  implicit 
in  most  techniques  and  theories  of  trance  induction,  and  some  consid- 
eration should  make  it  acceptable  to  most  hypnotists.  Hypnotic  in- 
teraction progresses  from  "voluntary"  responses  by  the  subject  to  "invol- 
untary" responses.  "Voluntary"  responses  are  those  which  hypnotist  and 
subject  agree  can  be  dehberately  accompHshed,  such  as  placing  the 
hands  on  the  lap  or  looking  at  a  light.  "Involuntary"  responses  are  those 
which  hypnotist  and  subject  agree  are  not  voHtional,  such  as  a  feeHng  of 
tiredness,  levitating  a  hand  without  deliberately  Hfting  it,  or  manifest- 
ing a  hallucination.  Involuntary  responses,  in  general,  consist  of  changes 
at  the  autonomic  level,  perceptual  changes,  and  certain  motor  behavior. 
The  motor  aspects  of  trance  are  particularly  obvious  during  a  challenge 


26  STRATEGIES   OF   PSYCHOTHERAPY 

when  a  subject  tries  to  bend  an  arm  and  cannot  because  of  the  opposi- 
tion of  muscles. 

Every  trance  induction  method  known  to  this  writer  progresses  either 
rapidly  or  slowly  from  requests  for  voluntary  responses  to  requests  for 
involuntary  ones.  This  alternating  sequence  continues  even  into  the 
deepest  stages  of  trance.  When  the  sequence  occurs  rapidly,  as  in  a 
theatrical  induction,  the  hypnotist  quickly  asks  the  subject  to  sit  down, 
place  his  hands  on  his  knees,  lean  his  head  forward,  and  so  on.  Fol- 
lowing these  requests  for  voluntary  behavior,  he  states  that  the  subject 
cannot  open  his  eyes,  or  move  a  hand,  or  bend  an  arm,  or  he  requests 
similar  involuntary  behavior.  In  a  relaxation  induction  the  sequence  occurs 
more  slowly  as  the  hypnotist  endlessly  repeats  phrases  about  delib- 
erately relaxing  the  various  muscles  of  the  body  and  follows  these  sug- 
gestions with  others  suggesting  a  feeling  of  tiredness  in  his  body  or 
some  other  involuntary  response.  The  most  typical  hypnotic  induction, 
the  eye  fixation,  involves  a  request  that  the  subject  voluntarily  assume 
a  certain  position  and  look  at  a  spot  or  at  a  light.  This  is  followed  by  a 
request  for  an  involuntarily  heaviness  of  the  eyelids.  A  "conversational" 
trance  induction  proceeds  from  requests  that  the  subject  think  about 
something,  or  notice  a  feeling,  or  look  here  and  there,  to  suggestions  that 
require  a  shift  in  the  subject's  perceptions  or  sensations.  The  trance 
state  is  usually  defined  as  that  moment  of  shift  when  the  subject  begins 
to  follow  suggestions  involuntarily.  Either  the  subject  struggles  to  move  a 
hand  and  cannot  because  of  an  involuntary  opposition  of  muscles,  or 
he  reports  a  perception  or  feeling  which  he  presumably  could  not  volun- 
tarily produce. 

Before  discussing  hypnosis  in  more  interactional  terms  the  hypnotic 
situation  can  be  summarized  according  to  these  general  statements  of 
agreement.  In  the  hypnotic  situation  the  hypnotist  initiates  ideas  or  sug- 
gestions which  are  responded  to  by  the  trance  subject.  The  hypnotist 
persuades  the  subject  to  follow  voluntarily  his  suggestions  and  concen- 
trate upon  what  he  assigns.  When  this  is  done,  the  hypnotist  requests 
involuntary  responses  from  the  subject.  The  progress  of  the  hypnotic  in- 
teraction progressively  defines  the  relationship  as  one  in  which  the  hyp- 
notist is  in  control  of,  or  initiating,  what  happens  and  the  subject  is  re- 
sponding more  and  initiating  less. 

The  particluar  kind  of  relationship  of  hypnotist  and  subject  can  be  ex- 
amined against  the  background  of  types  of  relationships  discussed  in 
Chapter  I.  In  summary,  it  was  suggested  that  relationships  could  be 
simply  divided  into  complementary  and  symmetrical  with  the  type  of  re- 
lationship an  ongoing  subject  of  definition  between  any  two  people. 
The  type  of  relationship  becomes  a  particular  issue  when  one  of  the  two 
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people  makes  a  maneuver,  defined  as  a  request,  command,  or  sugges- 
tion that  the  other  person  do,  say,  think,  feel,  or  notice  something,  or  a 
comment  on  the  other  person's  behavior.  A  maneuver  provokes  a  series 
of  maneuvers  by  both  participants  until  a  mutually  agreed-upon  defi- 
nition of  the  relationship  is  worked  out  between  them.  These  maneuvers 
involve  not  only  what  is  said,  but  the  metacommunication  of  the  two 
people  or  the  way  they  qualify  what  they  say  to  each  other.  A  third  type 
of  relationship  was  proposed,  a  metacomplementary  relationship,  to  de- 
scribe that  interaction  where  one  person  permits  or  forces  the  other  to 
use  maneuvers  which  define  the  relationship  in  a  certain  way.  The  per- 
son who  acts  helpless  in  order  to  force  someone  to  take  charge  of  him  is 
actually  in  charge  at  a  metacomplementary  level. 

THE  HYPNOTIC  PROCESS 

With  these  types  of  relationships  as  background,  hypnotic  interaction 
can  be  described  as  apparently  taking  place  in  a  complementary  relation- 
ship. The  hypnotist  suggests,  and  the  subject  follows  his  suggestions  so 
that  each  person's  communicative  behavior  is  complementary.  The  act  of 
making  a  suggestion  is  a  maneuver  to  define  the  relationship  as  comple- 
.jnentary,  and  the  act  of  following  the  suggestion  is  an  acceptance  of  that 
definition  of  the  relationship. 

In  hypnotic  literature  a  suggestion  is  defined  as  "the  presentation  of  an 
idea"  as  if  a  suggestion  is  an  isolated  unit  unrelated  to  the  relationship 
between  the  two  people.  Actually  the  act  of  making  a  suggestion  and  the 
act  of  responding  to  one  is  a  process  which  has  been  going  on  between  the 
two  people  and  will  continue.  It  is  a  class  of  messages  rather  than  a  single 
message  and  is  more  usefully  defined  in  that  way.  A  "suggestion"  is  de- 
fined here  as  a  maneuver:  that  class  of  messages  which  make  an  issue  of 
what  type  of  relationship  exists  between  the  person  who  offers  and  the 
person  who  responds  to  the  suggestion.  A  suggestible  person  is  one  who  is 
willing  to  accept  the  interpersonal  implications  of  doing  what  he  is  told. 
This  idea  is  stated  implicitly  in  such  comments  as  "He  willingly  follows 
suggestions."  It  is  possible  to  follow  suggestions  unwillingly,  as  well  as 
not  to  follow  them  at  all,  but  when  a  person  willingly  follows  suggestions 
he  is  accepting  a  complementary  relationship  with  the  person  who  is  tell- 
ing him  what  to  do.  There  are  several  crucial  points  about  the  hypnotic 
interaction  which  differentiate  it  from  other  relationships. 

1.  It  has  been  said  that  certain  kinds  of  messages  exchanged  between 
two  people  make  an  issue  of  what  kind  of  relationship  they  have.  The 
hypnotic  relationship  consists  entirely  of  the  interchange  of  this  class  of 
messages.  The  hypnotist  tells  the  subject  what  to  do  with  his  suggestions 
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and  comments  on  the  subject's  behavior.  There  are  no  other  kinds  of  mes- 
sages involved;  talk  about  the  weather  is  not  interchanged. 

2.  When  the  hypnotist  tells  the  subject  M^hat  to  do,  he  is  defining  the 
relationship  as  complementary.  The  subject  must  either  accept  this  defini- 
tion by  responding  and  doing  what  he  is  told,  or  he  must  respond  in  such 
a  way  that  he  defines  the  relationship  as  symmetrical.  Some  subjects  are 
resistant.  Every  subject  is  resistant  to  some  degree.  The  central  problem 
in  hypnotic  induction  is  overcoming  the  resistance  of  the  subject.  In  com- 
munications terms  "resistance"  consists  of  countermaneuvers  by  the  sub- 
ject to  define  the  relationship  as  symmetrical.  No  person  will  immediately 
and  completely  accept  the  secondary  position  in  a  complementary  rela- 
tionship. The  hypnotist  must  encourage  or  enforce  a  complementary  rela- 
tionship by  countering  the  subject's  countermaneuvers.  Whereas  in  or- 
dinary relationships  between  people,  both  persons  may  initiate  or  respond 
with  either  symmetrical  or  complementary  maneuvers.  In  the  hypnotic 
situation  the  hypnotist  concentrates  entirely  on  initiating  complementary 
maneuvers  and  influencing  the  subject  to  respond  in  agreement  with  that 
definition  of  the  relationship.  When  the  subject  is  "awake,"  or  when  the 
two  people  are  maneuvering  differently,  the  hypnotist  may  behave  sym- 
metrically with  a  subject,  but  during  the  hypnotic  relationship  his  efforts 
are  devoted  entirely  to  defining  the  relationship  as  complementary.  A 
complication  will  be  added  to  this  description  later,  but  for  the  moment 
let  us  describe  the  hypnotist-subject  relationship  as  complementary. 

When  he  meets  with  particular  kinds  of  resistance,  a  hypnotist  may  ex- 
plicitly place  himself  in  a  secondary  position  with  a  subject  while  im- 
plicitly taking  control  at  the  metacomplementary  level.  That  is,  if  the  sub- 
ject insists  on  defining  the  relationship  as  symmetrical,  the  hypnotist  may 
appear  to  hand  control  of  the  relationship  over  to  the  subject  by  saying 
that  he  is  only  guiding  the  subject  into  trance  and  must  follow  the  sub- 
ject's lead  with  whatever  he  wishes  to  do.  Having  placed  himself  in  the 
secondary  position  of  a  complementary  relationship,  the  hypnotist  then 
proceeds  to  give  the  subject  suggestions  and  expects  him  to  follow  them, 
thus  defining  the  relationship  as  complementary  with  himself  in  the  su- 
perior position.  Whenever  the  hypnotist  behaves  in  a  symmetrical  or  sec- 
ondary way,  it  is  to  take  control  at  the  metacomplementary  level. 

3.  When  a  subject  accepts  a  complementary  relationship,  whether  he 
likes  it  or  not,  it  becomes  possible  for  him  to  misinterpret  messages  from 
the  environment,  from  another  person,  or  from  inside  himself.  This  state- 
ment is  conjecture,  since  it  describes  the  internal  processes  of  an  individ- 
ual, yet  such  an  inference  seems  supportable  on  the  basis  of  the  subject's 
communicative  behavior.  When  the  hypnotist  suggests  a  hallucination, 
the  subject  will  misinterpret  the  messages  from  the  environment  which 
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contradict  the  hallucinatory  image.  The  same  is  true  of  bodily  sensations, 
emotions,  and  memories.  The  more  the  subject  is  unable  to  counter  tlie 
metacomplementary  maneuvers  of  the  hypnotist,  the  more  trance  mani- 
festations he  is  capable  of  experiencing.  To  describe  his  behavior  from 
an  interactional  point  of  view,  it  is  necessary  to  discuss  what  the  evi- 
dence is  for  "involuntary"  behavior. 

THE  INVOLUNTARY  IN  TERMS  OF  BEHAVIOR 

An  attempt  to  bring  rigor  into  the  investigation  of  hypnosis  requires  us 
to  deal  with  observable  behavior  rather  than  to  conjecture  about  the  in- 
ternal processes  of  a  subject.  When  it  is  said  above  that  the  trance  sub- 
ject experiences  involuntary  phenomena,  this  statement  is  unverifiable. 
We  cannot  know  whether  or  not  a  subject  is  experiencing  an  hallucina- 
tion or  various  bodily  sensations  and  emotions.  For  example,  when  a  sub- 
ject's arm  begins  to  levitate  we  might  say  that  this  is  an  involuntary  phe- 
nomenon and  therefore  a  manifestation  of  trance.  As  a  hypnotic  subject, 
we  might  ourselves  experience  that  hand  levitation  and  feel  that  the  hand 
was  lifting  up  and  we  were  not  lifting  it,  thus  we  would  subjectively  know 
that  this  was  involuntary.  However,  as  investigators  of  hypnosis  we  can- 
not rely  on  our  subjective  experiences.  Ideally,  we  should  be  able  to  de- 
scribe the  processes  of  trance  induction  and  trance  phenomena  while 
observing  a  film  of  hypnotist  and  subject  interacting.  Confined  to  our  ob- 
servations of  the  film,  we  could  not  observe  "involuntary"  activities  by  the 
subject.  We  could  only  observe  behavior  which  we  inferred  was  involun- 
tary. Our  problem  is  to  describe  the  communicative  behavior  of  a  subject 
at  that  moment  when  we  draw  the  inference  that  he  is  experiencing  an 
involuntary  trance  phenomenon. 

To  describe  communicative  behavior  one  must  take  into  account  the 
fact  that  people  not  only  communicate  a  message  but  qualify  or  label 
that  message  to  indicate  how  the  message  is  to  be  received.  A  message 
may  be  qualified  by  another  which  affirms  it,  or  it  may  be  quahfied  by 
one  which  denies  it.  A  person  can  step  on  another  person's  foot  and  qualify 
this  message  with  a  "vicious"  expression  which  indicates  "I'm  doing  this  on 
purpose,"  or  he  may  indicate  he  does  not  know  it  is  happening.  Thus  a 
qualifying  message  may  either  deny  or  be  incongruent  with  another  mes- 
sage, or  it  may  affirm  or  be  congruent  with  the  other  message.  When  we 
observe  a  film  of  two  people  interacting  and  we  conclude  that  something 
one  of  them  does  is  "involuntary,"  we  draw  that  conclusion  from  the  way 
the  person  qualffies  what  he  does.  If  we  see  a  trance  subject  levitating  an 
arm  and  hear  him  say  in  a  surprised  way,  "Why,  my  arm  is  lifting  up,"  we 
conclude  that  he  is  experiencing  an  involuntary  phenomenon.  Our  con- 


30  STRATEGIES   OF   PSYCHOTHERAPY 

elusion  is  drawn  from  the  fact  that  the  subject  is  doing  something  and  de- 
nying that  he  is  doing  it.  He  may  make  this  denial  with  a  verbal  comment, 
with  a  surprised  expression,  by  the  way  he  Hfts  the  arm,  by  commenting 
on  it  later  after  he  was  awake,  and  so  on.  He  may  also  say,  "Why,  my  arm  is 
lifting  up,"  and  thereby  deny  that  he  is  lifting  it,  but  say  this  in  an  "insin- 
cere" tone  of  voice.  That  is,  he  qualifies  the  arm  lifting  with  two  state- 
ments :  one  says  "I'm  not  doing  it,"  the  other  says,  "I'm  doing  it."  When  we 
observe  this  incongruence  between  his  tone  of  voice  and  his  statement  we 
conclude  that  the  subject  is  simulating  an  arm  levitation  and  that  it  is  not 
really  involuntary.  Our  conclusion  is  based  on  the  fact  that  two  incongru- 
ences are  apparent  in  the  ways  he  qualifies  his  messages:  (a)  he  lifts  his 
hand  and  says  he  did  not,  ( b )  he  says  he  did  not  in  a  tone  of  voice  which 
indicates  he  did.  If  he  should  express  astonishment  at  the  lifting  of  his 
hand  in  words,  in  his  tone  of  voice,  and  in  his  postural  communication  so 
that  all  of  his  messages  are  congruent  with  a  denial  that  he  is  lifting  his 
arm,  then  we  say  it  is  really  an  involuntary  movement. 

Besides  the  fact  that  we  detect  simulation  of  hypnotic  behavior  by  not- 
ing two  incongruences  in  the  ways  the  subject  qualifies  some  activity,  it 
seems  clear  that  the  goal  of  hypnotic  induction  from  the  behavioral  point 
of  view  is  to  persuade  the  subject  to  deny  fully  and  completely  that  he  is 
carrying  out  the  activity.  That  is,  the  hypnotist  pushes  the  subject  towards 
qualifying  his  behavior  with  messages  congruent  with  each  other  and 
which  as  a  totality  deny  that  the  subject  is  doing  what  he  is  doing.  When 
the  subject  behaves  in  this  way,  an  observer  reports  that  the  subject  is  ex- 
periencing an  involuntary  phenomenon. 
^  As  an  illustration,  let  us  suppose  that  a  hypnotist  wishes  to  induce  a 
hallucination  in  a  subject.  After  a  series  of  interactional  procedures  from 
hand  levitation  through  challenges,  the  hypnotist  suggests  that  the  subject 
look  up  at  a  bare  wall  and  see  that  painting  of  an  elephant  there.  He  may 
do  this  abruptly,  or  he  may  suggest  that  the  subject  watch  the  painting 
develop  there  and  later  press  for  an  acknowledgment  that  the  painting  is 
there.  The  subject  can  respond  in  one  of  several  ways.  He  can  look  at  the 
wall  and  say,  "There  is  no  painting  there."  He  can  say,  "Yes,  I  see  the  paint- ' 
ing,"  but  qualify  this  statement  in  such  a  way,  perhaps  by  his  tone  of 
voice,  that  he  negates  his  statement.  In  this  way  he  indicates  he  is  saying 
this  to  please  the  hypnotist.  Or  the  subject  can  say  there  is  a  painting  on 
the  wall  and  qualify  this  statement  congruently  with  his  tone  of  voice,  pos- 
ture, and  a  contextual  statement  such  as,  "Naturally  there's  a  painting 
there,  so  what,"  or  "Our  hostess  has  always  liked  elephants."  This  latter 
kind  of  behavior  would  be  considered  evidence  of  trance. 

Characteristic  of  a  person  in  trance  is  (a)  a  statement  which  is  (b)  in- 
congruent  with,  or  denies,  some  other  statement,  but  which  is  (c)  quali- 
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fied  by  all  other  statements  congruently.  The  subject  in  trance  (a)  reports 
a  picture  (b)  on  a  bare  wall,  thus  making  a  statement  incongruent  with 
the  context,  and  (c)  he  affirms  his  statement  that  there  is  a  picture  on  the 
wall  with  other  verbal  messages,  his  tone  of  voice,  and  body  movement. 
As  another  example,  the  subject  lifts  his  hand  during  a  hand  levitation 
and  indicates  he  is  not  lifting  it.  This  statement,  which  is  incongruent 
with  the  lifting  hand,  is  supported  or  affirmed  by  the  ways  he  says  it.  If 
a  subject  is  experiencing  an  anesthesia,  he  responds  passively  to  a  poke 
with  a  pin,  thereby  responding  incongruently,  and  he  affirms  his  response 
witli  congruent  words  and  tone  of  voice. 

The  behavior  of  a  subject  in  trance  is  differentiable  from  the  behavior  of 
the  subject  awake  by  this  single  incongruence.  A  person  in  normal  dis- 
course may  manifest  incongruences  when  he  communicates  his  multiple 
messages,  or  all  of  his  messages  may  be  congruent  or  affirm  each  other. 
The  single  incongruence  is  characteristic  of  trance  behavior.  Even  though 
several  hypnotic  tasks  may  be  assigned  a  subject  simultaneously,  each  is 
characterized  by  a  single  incongruence. 

The  single  incongruence  of  trance  has  another  characteristic  which  dif- 
ferentiates it  from  incongruences  in  normal  communication.  This  incon- 
gruence consists  of  a  denial  that  he  is  responding  to  the  hypnotist.  The 
subject  is  doing  what  the  hypnotist  suggests  while  denying  that  he  is 
doing  what  the  hypnotist  suggests.  If  a  subject  levitates  a  hand,  he  quali- 
fies this  with  a  denial  that  he  is  lifting  it.  When  he  does  this  he  is  indicat- 
ing that  he  is  merely  reporting  an  occurrence,  he  does  not  qualify  the  Hft- 
ing  hand  with  an  indication  that  it  is  a  response  to  the  hypnotist  even 
though  at  that  moment  the  hypnotist  is  suggesting  that  the  hand  lift. 
Should  the  subject  act  like  a  person  awake  and  lift  the  hand  while  indi- 
cating that  he  is  lifting  it,  he  would  be  acknowledging  the  hand  lifting  as 
a  message  to  the  hypnotist.  By  qualifying  the  hand  lifting  with  a  denial 
that  he  is  doing  it,  he  manifests  an  incongruence  which  indicates  that  he 
is  merely  making  a  report.  In  the  same  way  the  subject  merely  reports  the 
existence  of  a  painting  on  the  wall  instead  of  indicating  that  his  seeing  the 
painting  there  is  a  statement  to  the  hypnotist. 

To  formalize  the  behavior  of  the  trance  subject,  it  can  be  said  that  any 
communicative  behavior  ofiFered  by  one  person  to  another  can  be  de- 
scribed in  terms  of  four  elements:  a  sender,  a  message,  a  receiver,  and  a 
context  in  which  the  communication  takes  place.  In  other  words,  any  mes- 
sage can  be  translated  into  this  statement: 


"I 

am  communicating  something 

(a) 

(b) 

to  you 

in  this  situation." 

(c) 

(d) 
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Since  communicative  behavior  is  always  qualified,  any  element  in  this 
message  will  be  qualified  by  an  aflBrmation  or  a  denial.  In  a  hypnotic 
trance,  the  subject  denies  these  elements  and  does  not  aflBrm  them.  Trance 
behavior  denying  each  element  can  be  briefly  listed. 

(a)  Whenever  he  requests  an  "involuntary"  response,  the  hypnotist  is 
urging  the  subject  to  deny  that  he  is  responding  or  communicating  some- 
thing. The  first  element  of  the  statement  mentioned,  "I  am  communicat- 
ing," is  quahfied  with  a  denial  and  therefore  changed  to  "It  is  just  happen- 
mg. 

(b)  The  hypnotist  not  only  urges  the  subject  to  deny  that  he  is  originat- 
ing a  message,  such  as  an  arm  levitation,  he  may  also  urge  the  subject  to 
deny  that  anything  is  happening,  i.e.,  being  communicated.  The  subject 
may  appear  to  be  unaware  that  his  hand  is  lifting,  thus  qualifying  the  lift- 
ing hand  with  a  statement  that  it  is  not  lifting.  Or  he  may  show  a  similar 
denial  by  manifesting  amnesia.  If  he  qualifies  his  behavior  with  a  denial 
that  it  happened,  then  nothing  was  communicated.  He  cannot  only  say  "I 
didn't  lift  my  hand,"  but  he  can  say,  "My  hand  didn't  lift,"  and  thereby 
manifest  an  incongruence  between  his  statement  and  his  lifting  hand. 
When  a  subject's  tone  of  voice  and  body  movement  is  congruent  with  the 
statement  that  he  does  not  recall  something,  or  congruent  with  the  ab- 
sence of  a  report  of  some  activity  during  trance,  then  observers  report  that 
he  is  experiencing  amnesia. 

( c,  d )  It  is  also  possible  for  the  subject  to  deny  the  final  elements  in  the 
diagrammed  essential  message.  He  may  indicate  that  what  he  is  do- 
ing is  not  a  communication  to  the  hypnotist  in  this  situation  by  qualify- 
ing, or  labeling,  the  hypnotist  as  someone  else  and/or  the  situation  as 
some  other.  Hypnotic  regression  is  manifested  behaviorally  by  the  subject 
qualifying  his  statements  as  not  to  the  hypnotist  but  another  person  ( after 
all  if  he  is  regressed  he  has  not  met  the  hypnotist  yet ) ,  perhaps  a  teacher, 
and  the  context  as  not  the  present  one  but  perhaps  a  past  schoolroom. 
When  all  of  his  communicative  behavior  is  congruent  with  one  of  these 
incongruent  qualifications,  then  an  observer  will  report  that  the  subject  is 
experiencing  regression. 

In  summary,  a  subject  in  trance  as  well  as  a  person  awake  exhibits  be- 
havior toward  another  person  which  is  describable  as  the  statement  "I  am 
communicating  something  to  you  in  this  situation."  The  trance  subject 
qualifies  one  or  all  the  elements  of  this  statement  incongruently  so  that 
the  statement  is  changed  to  "It  is  just  happening,"  or  "Nothing  happened," 
or  "I  am  communicating  to  someone  else  in  some  other  place  and  time." 

The  problem  posed  by  hypnotic  induction  is  this :  How  does  one  person 
influence  another  to  manifest  a  single  incongruence  in  his  communicative 
behavior  so  that  he  denies  that  he  is  communicating  something,  that  some- 
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thing  is  being  communicated,  or  that  it  is  being  communicated  to  the  hyp- 
notist in  this  situation?  More  simply,  how  is  a  person  influenced  to  do 
what  he  is  told  and  simultaneously  deny  that  he  is  doing  anything? 

TRANCE  INDUCTION  IN  TERMS  OF  BEHAVIOR 

When  hypnotic  trance  is  seen  as  an  interaction  consisting  of  one  person 
persuading  another  to  do  something  and  deny  he  is  doing  it,  then  it 
would  seem  to  follow  that  trance  induction  must  consist  of  requests  for 
just  that  behavior  from  a  subject.  The  hypnotist  must  ask  the  subject  to 
do  something  and  at  the  same  time  tell  him  not  to  do  it.  The  nature  of  hu- 
man communication  makes  it  possible  for  the  subject  to  satisfy  these  con- 
flicting demands.  He  can  do  what  the  hypnotist  asks,  and  at  the  same  time 
qualify  this  activity  with  statements  denying  that  he  is  doing  it  or  that  it 
is  being  done.  Thus  he  does  it,  but  he  does  not  do  it. 

To  simplify  the  rich  and  complex  interchange  which  takes  place  be- 
tween a  hypnotist  and  subject,  let  us  describe  a  hand  levitation  induction. 
The  hypnotist  sits  down  with  the  subject  and  tells  him  to  place  his  hand 
on  the  arm  of  the  chair.  He  then  says  something  like,  "I  don't  want  you  to 
move  that  hand,  I  just  want  you  to  notice  the  feelings  in  it."  After  a  while 
the  hypnotist  says,  "In  a  moment  the  hand  is  going  to  begin  to  lift.  Lift- 
ing, Hfting,  lifting."  If  we  could  divest  ourselves  of  theories  and  naively 
observe  this  interaction  between  hypnotist  and  subject,  it  would  be  ob- 
vious to  us  that  the  hypnotist  is  saying  to  the  subject,  "Don't  Hft  your 
hand,"  and  then  he  is  saying,  "Lift  your  hand."  Since  our  observation  is 
biased  by  theories  of  human  behavior,  we  see  this  behavior  in  terms  of  the 
unconscious  and  conscious  or  in  terms  of  autonomic  processes,  and  so  the 
obvious  incongruence  between  the  requests  of  the  hypnotist  is  not  so  ob- 
vious. Yet  we  are  faced  with  the  inevitable  fact  that  if  the  subject's  hand 
hfts,  he  lifted  it.  He  may  deny  it,  but  no  one  else  Hfted  that  hand. 

There  are  only  three  possible  responses  by  a  subject  to  a  request  that  he 
lift  his  hand  and  not  hft  it.  He  can  refuse  to  do  anything  and  thereby  an- 
tagonize the  hypnotist  and  end  the  trance  session.  He  can  lift  his  hand 
and  simultaneously  deny  that  he  is  lifting  it,  or  conceivably  that  it  is  hft- 
ing. ( The  use  of  the  term  "denial"  here  does  not  imply  that  the  subject  is 
calculatedly  denying  that  he  is  lifting  his  hand.  He  may  subjectively  be 
certain  that  the  hand  is  lifting  itself.  The  emphasis  here  is  on  his  behav- 
ior. )  A  third  possibihty  would  be  for  him  to  lift  it  and  say  he  did,  and  then 
the  hypnotist  would  say,  "But  I  told  you  not  to  lift  it,"  and  the  procedure 
would  begin  again. 

Every  trance  induction  method  involves  this  kind  of  incongruent  re- 
quest. Indeed  whenever  one  requests  "involuntary"  behavior  from  another 
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person  he  is  inevitably  requesting  that  the  subject  do  something  and  si- 
multaneously requesting  that  he  not  do  it.  This  is  what  "involuntary" 
means.  To  say  that  something  is  "involuntary"  is  to  say  that  it  happens  of 
itself  and  if  one  demands  that  something  happen  of  itself  he  is  posing  a 
paradox. 

Not  only  is  the  double-level  request  apparent  in  trance  induction,  but 
during  the  process  of  deepening  the  trance  it  becomes  even  more  obvious. 
At  some  time  or  other  in  hypnotic  interaction  the  hypnotist  tests  or  chal- 
lenges the  subject.  These  challenges  are  all  formally  the  same:  the  hyp- 
notist asks  the  subject  to  do  something  and  simultaneously  directs  him 
not  to  do  it.  The  most  common  is  the  eye  closure  challenge.  The  hyp- 
notist asks  the  subject  to  squeeze  his  eyes  tightly  closed  during  a  count  of 
3,  and  at  the  count  of  3  the  subject  is  to  try  to  open  his  eyes  and  fail.  He  is 
told  that  the  harder  he  tries  to  open  them  the  more  tightly  they  will  re- 
main closed.  When  the  directive  "Open  your  eyes"  is  qualified  by  the  di- 
rective "keep  your  eyes  closed"  or  "don't  obey  my  directive,"  the  subject  is 
being  told  to  obey  the  suggestion  while  being  told  not  to  obey  it.  When 
the  test  is  successful  and  the  subject  keeps  his  eyes  closed,  he  is  said  to  be 
"involuntarily"  unable  to  open  them.  Observing  his  behavior  we  would 
say  he  is  keeping  his  eyes  closed  and  qualifying  this  behavior  with  the 
statement  that  he  is  not  keeping  them  closed,  it  is  just  happening.  When 
one  sees  this  set  of  directives  in  terms  of  a  learning  context,  it  is  ap- 
parent that  it  occurs  outside  of  the  hypnotic  situation  as  well.  Many  moth- 
ers of  disturbed  children,  for  example,  appear  to  set  up  a  learning  situa- 
tion where  the  child  is  not  rewarded  for  succeeding  but  is  rewarded  for 
trying  and  failing.  When  this  happens,  both  mother  and  child  agree  the 
child  is  not  f  aihng  deliberately,  it  is  just  happening. 

THE  IMPOSITION  OF  PARADOX 

Whenever  a  hypnotist  poses  directives  which  are  incongruent,  he  is  im- 
posing a  paradox  upon  the  subject.  The  subject  must  respond  to  both  di- 
rectives, he  cannot  leave  the  field,  and  he  cannot  comment  on  the  fact  that 
his  situation  is  impossible.  It  is  difiicult  for  the  subject  to  leave  the  field 
because  he  has  usually  requested  a  trance  to  begin  with.  Most  hypnosis  is 
done  with  voluntary  subjects.  It  is  also  difiicult  for  him  to  comment  on  the 
incompatability  of  the  hypnotist's  directives  because  of  the  hypnotist's 
general  approach.  If  a  subject  is  asked  to  concentrate  on  his  hand  and  he 
comments  on  this  suggestion  by  asking  why  he  should,  he  is  usually  in- 
formed that  he  does  not  need  to  inquire  into  the  matter  but  merely  should 
follow  suggestions.  The  behavior  of  the  hypnotist  rather  ejffectively  pre- 
vents conversation  about  the  hypnotist's  behavior.         ; 

Although  the  imposition  of  paradoxical  directives  is  implicit  in  every 
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hypnotic  induction,  in  some  situations  it  is  more  obvious  than  others.  For 
example,  during  a  lecture  on  hypnosis  a  young  man  said  to  Milton  H. 
Erickson,  "You  may  be  able  to  hypnotize  other  people,  but  you  can't  hyp- 
notize me!"  Dr.  Erickson  invited  the  subject  to  the  demonstration  plat- 
form, asked  him  to  sit  down,  and  then  said  to  him,  "I  want  you  to  stay 
awake,  wider  and  wider  awake,  wider  and  wider  awake."  The  subject 
promptly  went  into  a  deep  trance.  The  subject  was  faced  with  a  double- 
level  message:  "Come  up  here  and  go  into  a  trance,"  and  "Stay  awake." 
He  knew  that  if  he  followed  Erickson's  suggestions,  he  would  go  into  a 
trance.  Therefore  he  was  determined  not  to  follow  his  suggestions.  Yet  if 
he  refused  to  follow  the  suggestion  to  stay  awake,  he  would  go  into  a 
trance.  Thus  he  was  caught  in  a  paradox.  Note  that  these  were  not  merely 
two  contradictory  messages,  they  were  two  levels  of  message.  The  state- 
ment "Stay  awake"  was  qualified  by,  or  framed  by,  the  message  "Come  up 
here  and  go  into  a  trance."  Since  one  message  was  qualified  by  another 
they  were  of  different  levels  of  message.  Such  conflicting  levels  of  mes- 
sage may  occur  when  verbal  statement,  tone  of  voice,  body  movement,  or 
the  contextual  situation,  qualify  each  other  incongruently.  A  double-level 
message  may  occur  in  a  single  statement.  For  example,  if  one  persons  says 
to  another,  "Disobey  me,"  the  other  person  is  faced  with  an  incongruent 
set  of  directives  and  can  neither  obey  nor  disobey.  If  he  obeys,  he  is  dis- 
obeying, and  if  he  disobeys,  he  is  obeying.  The  statement  "Disobey  me" 
contains  a  qualification  of  itself  and  can  be  translated  into  "Don't  obey 
my  commands,"  and  the  simultaneous  qualifying  statement,  "Don't  obey 
my  command  to  not  obey  my  commands."  A  hypnotic  challenge  consists 
of  this  type  of  request. 

When  the  hypnotist  presents  incongruent  messages  to  the  subject,  the 
subject  can  only  respond  satisfactorily  with  incongruent  messages.  The 
pecuHar  kinds  of  behaviors  exhibited  by  a  hypnotic  subject  are  reciprocals 
to  the  hypnotist's  requests. 

The  letter  A  can  represent  the  hypnotist's  statement,  "Keep  your  eyes 
open  and  stare  at  this  point."  This  statement  is  qualified  by  B,  "Your  eye- 
lids will  close."  The  subject  cannot  respond  satisfactorily  if  he  responds  to 
A  and  keeps  his  eyes  open.  Nor  can  he  respond  satisfactorily  by  respond- 
ing to  B  and  closing  them.  He  can  only  respond  with  incongruent  mes- 
sages when  asked  to  close  his  eyes  and  not  close  them.  He  must  close 
them,  C,  and  qualify  this  closing  with  a  denial  that  he  did  it. 

Should  the  subject  respond  to  only  A  or  B,  and  thereby  respond  con- 
gruently,  the  hypnotist  is  likely  to  point  out  to  him  that  he  is  not  cooperat- 
ing and  begin  again.  Or  a  hypnotist  might  handle  a  congruent  response  in 
other  ways.  For  example,  if  a  subject  should  stubbornly  keep  his  eyes 
open,  thus  responding  only  to  A,  the  hypnotist  might  suggest  that  he  keep 
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them  open  as  long  as  he  can,  no  matter  how  much  of  an  effort  this  is.  In 
this  way  he  ultimately  produces  the  eye  closure  and  accepts  the  weariness 
as  an  "involuntary"  response. 

Essentially  the  hypnotist  is  saying  to  the  subject,  "Do  as  I  say,  but  don't 
do  as  I  say,"  and  the  subject  is  responding  with,  "I'm  doing  what  you  say, 
but  I'm  not  doing  what  you  say,"  Since  human  beings  can  communicate  on 
multiple  levels,  this  type  of  interaction  becomes  possible. 

THE  HYPNOTIC  RELATIONSHIP 

The  relationship  between  hypnotist  and  subject  was  previously  de- 
scribed as  the  enforcement  of  a  complementary  relationship  by  the  hyp- 
notist. When  the  subject  responds  to  the  hypnotist's  messages  rather  than 
initiating  his  own,  he  is  joining  the  hypnotist  in  a  mutual  definition  of  the 
relationship  as  complementary.  When  the  subject  "resists,"  he  is  opposing 
the  hypnotist's  complementary  maneuvers  with  countermaneuvers.  Char- 
acteristically these  define  the  relationship  with  the  hypnotist  as  symmetri- 
cal—one between  equals— rather  than  complementary.  The  hypnotist 
counters  these  maneuvers  with  maneuvers  of  his  own  which  define  the  re- 
lationship as  complementary.  He  may,  for  example,  ask  the  subject  to 
resist  him.  In  this  way  a  symmetrical  maneuver  is  redefined  as  comple- 
mentary. It  becomes  behavior  requested,  and  therefore  to  respond  sym- 
metrically is  to  do  as  the  hypnotist  says  and  so  behave  as  one  does  in  a 
complementary  relationship.  This  "topping"  or  countering  the  maneuvers 
of  the  subject  was  described  as  essentially  an  attempt  by  the  hypnotist 
to  win  control  of  what  type  of  relationship  he  and  the  subject  are  in. 

The  particular  paradox  posed  by  the  hypnotist  makes  it  impossible  for 
the  subject  to  counter  with  a  maneuver  which  defines  the  relationship  as 
symmetrical.  If  one  is  asked  to  do  something  and  simultaneously  asked  not 
to  do  it,  one  cannot  refuse  to  follow  suggestions.  If  the  subject  responds  or 
if  he  does  not  respond  he  is  doing  what  the  hypnotist  requests  and  when 
one  does  what  another  requests,  he  is  in  a  complementary  relationship. 
The  subject  can  only  behave  symmetrically  by  commenting  on  the  situ- 
ation or  leaving  the  field  and  ending  the  relationship.  If  he  leaves  the 
field,  the  relationship  is  ended.  If  he  comments  on  the  hypnotist's  state- 
ments and  thereby  behaves  in  a  symmetrical  way,  he  is  hkely  to  meet  a 
countermaneuver  which  enforces  a  complementary  relationship.  The  hyp- 
notist might,  for  example,  suggest  that  he  comment  on  his  behavior, 
thereby  stepping  to  the  metacomplementary  level  and  defining  the  com- 
ments as  responses  to  his  suggestions.  Then,  if  the  subject  comments,  he 
is  doing  what  he  is  told  and  therefore  defining  the  relationship  as  comple- 
mentary. 
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A  complication  must  be  added  to  this  description  of  hypnosis.  To  say 
that  the  hypnotist  imposes  a  complementary  relationship  and  the  subject 
in  trance  is  agreeing  to  this  definition  is  to  leave  hypnosis  undifferentiated 
from  other  types  of  relationship.  Conceivably,  there  are  many  other  situ- 
ations in  which  one  person  tells  another  what  to  do  and  the  other  willingly 
does  what  he  is  told  so  that  they  mutually  define  the  relationship  as  com- 
plementary. Yet  in  these  other  situations  trance  behavior  is  not  apparent. 
The  person  doing  what  he  is  told  does  not  manifest  denials  that  he  is  do- 
ing so.  It  seems  apparent  that  trance  behavior  is  not  explained  by  saying 
that  the  subject  and  hypnotist  behave  in  those  ways  which  define  their 
relationship  as  complementary.  The  complication  is  this :  the  hypnotist  not 
only  prevents  the  subject  from  behaving  in  symmetrical  ways,  thus  forc- 
ing him  to  behave  in  complementary  ways,  but  he  prevents  the  subject 
from  behaving  in  complementary  ways  as  well. 

If  the  subject  resists  the  hypnotist,  thus  behaving  in  a  symmetrical  way, 
the  hypnotist  may  ask  him  to  resist,  thus  forcing  him  to  behave  in  a  com- 
plementary way  by  defining  his  resistance  as  the  following  suggestions. 
However,  if  the  subject  behaves  in  a  complementary  way  and  follows 
suggestions  wilHngly,  the  hypnotist  then  asks  him  to  behave  symmetrically. 
He  asks  the  subject  to  refuse  to  follow  his  suggestions.  Essentially  a 
challenge  is  a  request  that  the  subject  resist  the  hypnotist,  since  the  sub- 
ject is  asked  to  do  something  the  hypnotist  has  told  him  not  to  do.  Ac- 
tually the  paradox  posed  prevents  both  complementary  and  sjonmetrical 
behavior.  Just  as  one  cannot  refuse  to  respond  to  paradoxical  directives 
and  is  thereby  prevented  from  behaving  symmetrically,  one  cannot  be- 
have in  a  complementary  way  by  responding  because  he  is  also  being  told 
not  to  respond.  The  subject  is  also  prevented  from  achieving  the  third  type 
of  relationship,  the  metacomplementary.  Conceivably,  he  could  let  the 
hypnotist  tell  him  what  to  do  and  in  this  sense  be  labehng  what  the  hyp- 
notist does  as  done  with  his  permission.  However,  when  he  behaves  in  this 
way,  the  hypnotist  requests  that  he  try  to  prevent  himself  from  doing 
what  the  hypnotist  asks  and  acknowledge  that  he  cannot.  The  challenge 
forces  him  to  abandon  metacomplementary  behavior.  Whichever  way  the 
subject  tries  to  define  his  relationship  with  the  hypnotist,  he  finds  the 
hypnotist  refusing  to  accept  that  type  of  relationship. 

The  hypothesis  offered  here  seems  to  have  reached  an  impasse  at  this 
point.  It  was  said  earlier  that  all  behavior  of  a  person  defines  his  type  of 
relationship  with  another  and  it  was  then  said  that  all  relationships  can 
be  classified  as  either  symmetrical,  complementary,  or  metacomplemen- 
tary. Now  it  is  said  that  the  trance  subject's  behavior  does  not  define  the 
relationship  in  any  of  these  ways.  A  way  out  of  this  impasse  is  possible 
when  it  is  seen  that  the  subject  is  not  behaving.  All  of  his  behavior  is  la- 
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beled  as  not  his  behavior,  and  so  he  cannot  be  indicating  what  kind  of  re- 
lationship he  is  in.  The  goal  of  the  hypnotist  is  precisely  this:  to  prevent 
the  subject  from  defining  the  relationship  as  symmetrical,  complemen- 
tary, or  metacomplementary  by  inducing  him  to  quahfy  his  messages  in 
such  a  way  that  he  is  indicating  he  is  not  defining  the  relationship.  If  Mr. 
A  is  responding  to  Mr.  B,  the  very  existence  of  that  response  defines  the 
relationship.  However,  if  Mr.  A  responds  to  Mr.  B  and  denies  that  he  is 
responding,  then  his  response  is  not  defining  his  relationship.  The  be- 
havior of  the  subject  in  trance  does  not  define  a  particular  kind  of  rela- 
tionship but  indicates  that  the  subject  is  not  defining  the  relationship  at 
all.  The  control  of  what  type  of  relationship  it  is  rests  with  the  hypnotist. 

What  differentiates  the  hypnotic  relationship  from  others  is  the  mutual 
agreement  which  is  worked  out  that  the  hypnotist  is  to  control  what  type 
of  behavior  is  to  take  place.  All  behavior  from  the  subject  is  either  initiated 
by  tlie  hypnotist,  or  if  the  subject  does  initiate  some  behavior  it  is  labeled 
as  not  being  initiated  by  him.  To  avoid  controlling  what  kind  of  behavior 
is  to  take  place,  the  subject  must  qualify  what  he  does  with  denials  that 
he  is  doing  it,  that  it  is  being  done,  or  that  it  is  being  done  in  this  place 
and  time.  Thus  at  the  qualifying  level  he  is  behaving  in  those  ways  which 
avoid  defining  the  relationship  by  avoiding  the  implication  that  his  be- 
havior is  done  in  relationship  to  the  hypnotist.  The  hypnotist  takes  con- 
trol not  only  of  the  behavior  which  takes  place  but  of  the  qualifications 
of  that  behavior.  This  is,  of  course,  a  statement  about  a  hypothetically 
ideal  hypnotic  relationship.  In  practice  no  subject  will  let  a  hypnotist 
take  complete  control  of  the  relationship. 

When  the  hypnotic  subject  avoids  defining  his  relationship  with  the 
hypnotist,  he  appears  to  experience  a  variety  of  subjective  experiences  at  ■ 
the  perceptual  and  somatic  level.  His  perception  of  himself,  the  world, 
time,  and  space,  and  the  behavior  of  other  people  undergoes  distortions 
which  seem  to  occur  outside  of  his  control  and  often  outside  of  his  aware- 
ness. This  chapter  has  not  dealt  with  the  nature  or  extent  of  these  pre- 
sumed distortions  but  rather  an  attempt  has  been  made  to  describe  the 
interpersonal  context  in  which  they  occur.  Such  an  attempt  has  relevance 
not  only  in  the  field  of  hypnosis  but  in  the  etiology  of  psychiatric  symp- 
toms and  the  processes  of  change  in  psychotherapy. 

In  the  field  of  hypnosis  the  emphasis  has  always  been  upon  the  individ- 
ual with  a  special  concern  with  the  problem  of  classifying  individuals  into 
good  and  bad  hypnotic  subjects.  Attempts  to  find  a  correlation  between 
personality  types  and  susceptibility  to  hypnosis  have  largely  failed,  de- 
spite the  use  of  great  numbers  of  attitude  and  projective  tests.  This  fail- 
ure is  expectable  if  one  assumes  that  hypnotic  behavior  is  responsive  be- 
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havior  in  a  relationship  rather  than  an  aspect  of  a  person's  "character." 
The  only  test  which  would  differentiate  good  and  bad  hypnotic  subjects 
would  be  a  test  which  measured  responsive  behavior  in  a  relationship. 
The  tests  of  "waking"  suggestion,  or  suggestibihty  tests,  approximate  this 
type  of  measurement.  Yet  often  these  tests  are  applied  without  any  aware- 
ness that  they  are  synonymous  with  a  hypnotic  induction.  When  one  sim- 
plifies trance  induction  down  to  the  formal  pattern  of  a  request  for  volun- 
tary behavior  qualified  by  a  request  for  involuntary  behavior,  one  can  see 
the  parallel  with  a  suggestibility  test.  For  example,  in  the  sway  test,  the 
subject  is  asked  to  stand  still  and  then  he  is  told  that  he  will  begin  to 
sway  backwards  involuntarily.  It  does  not  seem  surprising  that  subjects 
who  respond  appropriately  to  this  test  also  respond  appropriately  to  an 
hypnotic  induction  when  it  is  seen  that  this  test  is  a  form  of  hypnotic  in- 
duction. It  would  appear  that  certain  people  respond  with  hypnotic  be- 
havior when  faced  with  paradoxical  directives.  One  might  hypothesize 
that  people  who  respond  in  this  way  have  'learned"  to  do  so  from  past 
experience.  An  appropriate  investigation  of  the  "cause"  of  hypnotic  sug- 
gestibility would  focus  upon  the  family  patterns  in  the  relationships  of 
good  subjects.  Presumably  paradoxical  directives  would  be  evident  there. 
However,  such  an  investigation  would  require  examination  and  testing  of 
the  subject  with  his  family  members  since  the  subject  could  hardly  be  ex- 
pected to  be  aware  of  or  recall  the  patterns  in  his  family  organization. 

The  relevance  of  hypnotic  behavior  to  psychiatric  maladies  has  ap- 
peared suflBciently  clear  so  that  hypnotic  trance  is  often  used  to  illustrate 
symptomatic  behavior  for  teaching  purposes.  One  might  expect  that  the 
interpersonal  context  which  induces  symptoms  will  be  formally  similar  to 
the  relationship  which  induces  hypnotic  behavior.  As  will  be  discussed 
later,  neurotic  and  psychotic  symptoms  occur  in  relationships  where  para- 
doxical directives  are  common.  The  directive  that  someone  do  something 
"spontaneously"  appears  often  in  human  life,  and  the  appropriate  response 
to  such  a  paradoxical  request  is  to  quafify  one's  response  as  "just  hap- 
pening." Such  a  response  is  a  formal  definition  of  a  symptom. 

When  one  examines  methods  of  psychotherapy  in  terms  of  the  relation- 
ship, paradoxical  directives  appear  throughout  the  procedures  and  so  are 
relevant  to  the  processes  of  change  in  psychotherapy.  Psychoanalysis  is 
described  from  this  point  of  view  in  a  later  chapter,  but  the  question  can 
be  raised  here  whether  or  not  the  psychoanalytic  procedure  is  not  ob- 
viously similar  to  indirect  methods  of  trance  induction.  If  one  directs  a 
good  subject  to  lie  down  on  a  couch  in  a  quiet  atmosphere  and  then  to 
"spontaneously"  say  whatever  comes  to  mind,  he  has  provided  an  hypnotic 
context.  The  subject  is  being  directed  to  respond  involuntarily  and  the 
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paradox  is  posed.  The  fact  that  the  analyst  may  be  relatively  inactive  does 
not  indicate  the  procedure  is  not  hypnotic;  with  resistant  subjects  the 
most  eflFective  induction  is  one  where  the  hypnotist  is  relatively  inactive, 
after  setting  up  the  context,  so  that  the  burden  of  response  is  upon  the 
subject. 

However,  the  most  e£Fective  cHnical  use  of  hypnosis  would  not  appear 
to  be  in  relation  to  psychoanalysis  or  those  methods  which  emphasize 
bringing  about  greater  awareness  in  a  patient.  The  best  clinical  use  of 
hypnosis  appears  when  (a)  hypnosis  is  described  in  terms  of  tactics  for 
defining  a  relationship  and  dealing  with  the  resistance  of  subjects  who 
counter  with  definitions  of  their  own,  and  (b)  psychiatric  patients  are 
described  as  people  who  use  symptomatic  behavior  to  gain  an  advantage 
in  a  relationship  and  to  resist  the  definitions  of  others.  It  would  follow 
that  an  effective  use  of  hypnosis  would  center  in  dealing  with  sympto- 
matic behavior  as  one  would  with  resistant  behavior,  and  the  following 
chapter  discusses  such  techniques  as  they  are  used  in  brief  psychotherapy. 


CHAPTER  III 

Techniques  of  Directive  Therapy 


It  has  become  paet  of  psychiatric  tradition  to  try  to  avoid  giving  a  pa- 
tient direct  advice  and  to  avoid  telling  the  patient  what  to  do.  However, 
there  are  many  psychotherapists  who  are  willing  to  direct  a  patient.  When 
directives  are  used,  they  are  usually  rather  subtle  and  complex  and  not 
merely  suggestions  for  ways  of  improving  the  patient's  hfe. 

The  directive  style  of  therapy  will  be  described  here  using  as  illustra- 
tive data  some  of  the  methods  of  brief  psychotherapy.  Brief  therapy,  de- 
fined as  from  one  to  20  sessions  of  treatment,  does  not  consist  of  doing  less 
of  what  is  done  in  long-term  therapy.  The  approach  is  diflFerent  in  theory 
and  method  from  psychotherapy  based  upon  theories  of  intrapsychic 
process.  Usually  brief  therapy  is  brought  to  clearly  defined  symptoms. 
Whem  more  vague  "character"  problems  are  involved,  then  specific  and 
limited  goals  are  defined. 

A  variety  of  therapeutic  methods  are  designed  to  deal  with  a  patient  in 
a  minimum  of  time  and  several  of  these  methods  will  be  discussed  here 
with  emphasis  upon  what  they  have  in  common.  The  first  method  pre- 
sented might  be  called  new  style  directive  therapy.  One  of  the  leaders  in 
this  method  is  Dr.  Milton  H.  Erickson  and  illustrations  of  some  of  his 
techniques  will  be  offered.  Dr.  Erickson,  who  is  in  private  psychiatric 
practice  in  Phoenix,  is  primarily  known  as  a  leading  medical  hypnotist. 
He  has  developed  a  style  of  psychotherapy  which  has  its  roots  in  hyp- 
nosis, although  actual  trance  induction  may  not  take  place.  This  descrip- 
tion of  some  of  his  methods  might  or  might  not  agree  with  his  own  descrip- 
tion. When  reference  is  made  to  a  case  he  has  published,  this  will  be  noted 
in  the  bibliography;  otherwise,  the  descriptions  are  based  upon  tape  re- 
corded personal  communications. 

THE  INITIAL  INTERVIEW 

The  brief  therapist  attempts  to  induce  change  from  the  moment  of  his 
first  contact  with  a  patient.  In  the  initial  interview,  information  gathering 
is  combined  with  maneuvers  to  point  tlie  direction  of  change.  The  type 
of  information  wanted  by  the  brief  therapist  is  rather  different  from  that 
wanted  by  a  long-term  therapist.  There  is  less  concern  about  the  past 
and  more  concern  with  the  present  circumstance  of  the  patient  and  the 
current  functions  of  his  symptoms.  Since  this  method  does  not  involve 
bringing  into  a  patient's  awareness  any  connections  between  his  past  and 
the  present,  there  is  no  exploration  of  childhood. 
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The  brief  therapist  must  gain  the  information  he  needs  quickly.  It 
would  be  convenient  if  patients  were  willing  to  offer  all  the  necessary  in- 
formation at  once,  but  they  are  not.  In  fact,  they  characteristically  with- 
hold information  which  is  important  to  the  therapist  and  they  will  do  so 
even  if  they  are  asked  not  to  withhold  information.  In  brief  therapy  there 
is  no  time  to  wait  out  a  patient,  nor  is  there  time  or  interest  in  discussing 
with  the  patient  his  resistances  to  revealing  information.  An  Erickson 
technique  to  gain  the  information  he  needs  is  typical  of  his  methods.  He 
points  out  that  the  therapist  wants  the  patient  to  talk  under  therapeutic 
direction,  but  since  the  patient  is  going  to  withhold  information,  the  ther- 
apist should  take  direction  of  that  withholding,  too,  by  either  directly  or 
indirectly  suggesting  that  the  patient  withhold  information.  For  example, 
Erickson  may  directly  advise  the  patient  that  this  is  only  the  first  inter- 
view and,  of  course,  there  are  things  the  patient  will  be  willing  to  say  to 
him  and  things  he  will  want  to  withhold,  and  he  should  withhold  them. 

.  Usually  the  patient  withholds  them  until  the  second  interview. 

^  Many  people  would  feel  that  advising  a  patient  to  withhold  informa- 
tion would  encourage  him  to  do  so.  This  is  not  necessarily  so  with  the 
typical  psychiatric  patient.  Although  patients  may  have  a  variety  of  rea- 
sons for  retaining  information  about  their  problems,  one  major  factor  of 
such  retention  is  the  advantage  it  gives  them  in  dealing  with  the  therapist. 
Psychiatric  patients  characteristically  attempt  to  control  what  is  to  happen 
with  the  therapist  and  withholding  information  gives  them  some  degree 
of  control.  The  maneuver  cannot  be  used  successfully  if  the  therapist  di- 
rects the  patient  to  behave  in  that  way.  Should  the  patient  talk  or  with- 
hold under  those  circumstances,  he  is  conceding  that  he  is  following  the 
therapist's  directions. 

The  psychoanalytic  therapist  ostensibly  uses  quite  the  opposite  ap- 
proach when  he  tells  the  patient  to  say  everything  that  comes  to  mind  and 
withhold  nothing.  Apparently  he  is  not  encouraging  the  patient  to  with- 
hold. However,  when  the  patient  inevitably  does  withhold  information,  he 
finds  out  that  the  analyst  considers  his  withholding  a  necessary  part  of 
analytic  treatment.  The  analyst  indicates  to  the  patient  that  his  resistance 
to  revealing  information  is  necessary  to  the  analytic  process,  and  so  the 
attempt  by  the  patient  to  control  what  is  to  happen  becomes  labeled  as 
occurring  under  the  analyst's  aegis. 

An  indirect  suggestion  that  the  patient  withhold  information  is  implicit 
whenever  a  therapist  deals  delicately  with  a  patient  who  is  inhibited  in 
his  offerings.  By  behaving  delicately  himself,  the  therapist  is  encouraging 
the  hesitant  patient  to  continue  behaving  in  that  way.  Erickson  describes 
such  an  approach  as  taking  direction  of  the  patient's  inhibitions.  For  ex- 
ample, a  woman  came  to  Erickson  with  symptoms  of  choking  and  gagging 
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which  occurred  shortly  before  bedtime  and  when  people  were  telling 
oflF-color  jokes.  As  stated  by  Erickson,  the  woman  was  demonstrating  her 
inhibitions  in  the  way  she  discussed  this  matter,  so  he  also  demonstrated 
inhibitions  by  assuring  her  he  did  not  want  to  hear  those  jokes.  At  times 
he  will  even  caution  an  inhibited  patient  that  he  is  about  to  reveal  some- 
thing and  perhaps  he  should  not.  Once  the  patient  can  rely  on  Erickson 
to  protect  the  inhibitions,  Erickson  can  then  shift  to  a  more  open  attitude 
and  lessen  the  inhibitions.  As  this  case  of  the  woman  suflFering  from  hys- 
terical gagging  developed,  Erickson  used  her  inhibitions  to  produce  a 
change.  He  accepted  the  woman's  idea  that  she  must  not  only  undress  in 
the  dark  but  in  another  room  than  her  bedroom.  He  then  arranged  that  the 
woman  "spontaneously"  think  of  dancing  into  the  bedroom  in  the  dark 
when  her  husband  could  not  see  her.  After  all,  she  could  do  this  in  an  in- 
hibited way  since  the  room  was  totally  black.  When  she  did  this,  she  went 
to  bed  giggling.  She  could  not  be  giggling  and  gagging  and  choking  si- 
multaneously, and  so  as  she  revised  her  attitude  about  inhibitions  she  also 
began  to  deal  with  her  husband  in  other  than  symptomatic  ways. 

The  difference  between  Erickson's  way  of  maneuvering  a  patient  and 
maneuvering  a  patient  by  waiting  him  out  in  long-term  therapy  can  be 
illustrated  with  an  example  of  a  schoolteacher  who  came  to  Erickson  and 
was  unable  to  speak  in  the  initial  interview.  Rather  than  interpret  this  as 
resistance,  or  wait  until  the  patient  provided  the  information  he  needed, 
Erickson  complimented  the  woman  on  being  able  to  communicate  by 
nodding  and  shaking  her  head.  He  then  suggested  the  possibility  that  she 
could  write,  and  she  nodded  her  head  at  this.  Having  noticed  that  the 
woman  was  right-handed,  Erickson  placed  a  pencil  in  her  left  hand.  He 
then  said  to  the  woman,  "How  do  you  feel  about  that,"  and  she  began  to 
talk,  telling  him  that  she  feared  she  was  going  crazy  and  had  been  afraid 
to  ask  if  this  were  so.  Erickson  points  out  that  he  arranged  the  situation  so 
that  the  woman  had  to  speak.  She  was  communicating  wrongly  by  only 
nodding  her  head  when  she  was  able  to  verbahze,  and  so  he  placed  the 
pencil  in  her  left  hand  to  arrange  that  she  communicate  wrongly.  Since 
the  woman  was  a  teacher  with  years  of  experience  with  a  pencil  in  her 
hand,  this  maneuver  was  particularly  effective. 

While  gaining  the  information  he  needs,  the  brief  therapist  also  begins 
immediately  to  estabhsh  a  context  of  therapeutic  change.  Rather  than  first 
getting  the  information  and  then  proceeding,  the  therapy  begins  with  the 
way  the  information  is  gathered.  For  example,  a  history  may  be  taken  in 
such  a  way  that  the  idea  is  estabHshed  of  progressive  improvement  oc- 
curring in  the  patient,  if  this  is  at  all  possible.  The  therapist  then  works 
within  a  context  of  continuing  improvement.  Quite  the  reverse  situation 
may  also  be  utiHzed.  If  a  patient  is  indicating  a  consistent  worsening  of 


44  STRATEGIES   OF   PSYCHOTHERAPY 

his  situation,  the  brief  therapist  may  accept  this  idea  fully  and  completely 
and  then  follow  it  with  the  suggestion  that  since  things  have  become 
worse  and  worse  it  is  certainly  time  for  a  change.  The  therapist  then  works 
within  a  context  of  highly  motivated  desire  for  a  change. 

The  encouragement  of  a  patient's  commitment  to  a  change  is  estabHshed 
as  quickly  as  possible.  Erickson  was  once  asked  what  information  he 
would  want  from  a  woman  who  entered  therapy  because  she  had  lost  her 
voice  4  years  previously  and  was  unable  to  speak  above  a  whisper.  "For 
brief  therapy,"  said  Erickson,  "I  would  immediately  pose  her  several  ques- 
tions. 'Do  you  want  to  talk  aloud?  When?  What  do  you  want  to  say?' 
These  questions  are  important  because  in  answering  them  she  is  commit- 
ting herself.  The  burden  of  responsibility  is  being  placed  upon  her  shoul- 
ders. Does  she  really  want  to  talk?  Today,  tomorrow,  next  year?  What 
does  she  want  to  say— something  agreeable  or  something  unpleasant?  Does 
she  want  to  say  yes'  or  does  she  want  to  say  'no.'  Does  she  want  to  speak 
aloud  expectedly  or  unexpectedly?" 

When  the  patient  discusses  the  circumstances  under  which  she  wishes 
to  speak  aloud,  the  groundwork  is  being  laid  for  ways  the  change  might 
occur.  By  dealing  with  when  she  wishes  to  talk,  and  whether  she  wishes  to 
find  herself  talking  unexpectedly,  she  is  participating  in  establishing  a 
premise  of  change.  Once  the  patient  can  accept  the  premise  that  a  change  ^ 
might  occur,  the  therapist  can  work  within  a  framework  where  each 
change  experienced  by  the  patient  occurs  as  a  part  of  a  continuing  pro- 
gressive change. 

Among  the  many  ways  to  demonstrate  in  action  the  possibiHty  of 
change  to  a  patient  is  the  use  of  direct  hypnosis.  Hypnosis  was  once  dis- 
credited as  a  method  of  treatment  with  the  argument  that  a  patient  might 
lose  his  symptom  in  trance,  but  it  would  return  later  and  therefore  only 
temporary  rehef  could  be  achieved.  Erickson  considers  this  argument  a 
misunderstanding  of  the  best  use  of  hypnosis.  One  does  not  use  hypnosis 
to  suggest  away  a  symptom,  but  to  establish  a  certain  kind  of  relationship 
and  to  convince  a  patient  that  his  symptomatic  behavior  can  be  influ- 
enced. If  a  patient  with  a  compulsion  is  hypnotized  and  his  symptom  al- 
leviated while  he  is  in  trance,  the  therapist  is  not  curing  the  patient  but 
establishing  the  possibility  of  change  under  his  direction.  When  the  skill- 
ful hypnotist  relieves  a  symptom  in  trance,  he  does  not  banish  it  but  rather 
insists  that  it  occur  again  later  only  under  special  circumstances.  The 
change  which  was  produced  in  trance  is  then  extended  outside  of  the 
hypnotic  situation. 

Erickson's  work  is  replete  with  examples  of  relieving  a  symptom  in 
trance  and  then  suggesting  that  it  recur  later  under  controlled  circum- 
stances. For  example,  in  patients  with  functional  pain,  he  will  accept 
the  pain  as  real  and  necessary  but  shorten  the  time  of  it,  change  the  mo- 
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ment  of  occurrence,  shift  the  area  in  which  it  occurs,  or  transform  it  into 
a  different  sensation.  He  cites  the  case  of  a  woman  with  incapacitating 
headaches  which  lasted  for  hours  who  now  has  one  every  Monday  morn- 
ing, when  this  is  convenient.  She  suffers  the  headache  for  as  long  as  a 
minute,  sometimes  for  as  long  as  90  seconds,  yet  with  time  distortion  she 
can  subjectively  feel  that  it  lasted  for  hours  if  she  wishes  to. 

Although  pain  is  considered  by  the  subject  to  be  an  involuntary  afflic- 
tion and,  therefore,  unchangeable,  the  possibility  of  change  can  be  estab- 
lished with  it  as  one  would  with  other  involuntary  symptoms.  Erickson 
may,  for  example,  ask  a  patient  when  he  would  prefer  to  have  his  pain. 
Would  he  prefer  it  in  the  daytime  or  the  nighttime,  on  a  weekday  or  on 
week  ends?  Would  he  rather  have  it  severely  for  a  short  time  and  then  be 
without  it,  or  have  it  mildly  all  the  time?  As  the  patient  grapples  with  the 
problem  of  when  he  would  really  prefer  to  have  the  pain,  he  is  accepting 
the  premise  that  his  current  pain  program  can  undergo  change. 

DIRECTING  THE  PATIENT 

'  Brief  therapy  is  inevitably  directive  therapy.  The  patient  must  be  per- 
suaded to  participate  in  bringing  a  change  about.  In  long-term  therapy 
the  patient  may  participate  by  attending  regular  sessions  and  expressing 
whatever  comes  to  mind.  In  brief  therapy  he  is  asked  to  follow  specific  di- 
rections which  involve  him  in  a  cooperative  endeavor  to  change  his  symp- 
tomatic behavior.  As  stated  by  Erickson,  the  patient  must  be  told  to  do 
something  and  that  something  should  be  related  to  his  problem  in  some 
way. 

When  asked  what  he  thought  crucial  to  inducing  therapeutic  change, 
Erickson  replied  that  he  thought  it  was  like  teaching  a  child  in  school.  It 
is  not  enough  to  explain  to  the  child  that  one  plus  one  equals  two.  It  is 
necessary  to  hand  the  child  some  chalk  and  have  him  Mo^ite  "one"  and 
then  write  "one"  again  and  make  a  plus  sign  and  write  "two."  Similarly,  it 
is  not  enough  to  explain  a  problem  to  a  patient  or  even  to  have  the  patient 
explain  a  problem  himself.  What  is  important  is  to  get  the  patient  to  do 
something.  Erickson  points  out  that  it  is  insufficient  to  have  a  patient 
with  an  oedipal  conflict  discuss  his  father.  Yet,  one  can  give  the  patient 
the  simple  task  of  writing  the  word  "father"  on  a  piece  of  paper  and  then 
have  him  crumple  it  up  and  throw  it  in  the  wastebasket  and  this  action  can 
produce  pronounced  effects. 

One  of  the  difficulties  involved  in  telling  patients  to  do  something  is  the 
fact  that  psychiatric  patients  are  noted  for  their  hesitation  about  doing 
what  they  are  told.  Yet,  Erickson  deals  with  patients  in  such  a  way  that 
they  feel  they  must  follow  his  suggestions.  There  would  seem  to  be  sev- 
eral factors  involved  in  Erickson's  success  in  getting  suggestions  followed. 
One  factor  is  Erickson's  sureness.  He  is  willing  to  take  full  responsibility 
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for  a  patient  and  his  problems  and  also  is  willing  to  indicate  that  he  knows 
precisely  what  must  be  done,  ( However,  he  is  also  willing  to  be  unsure  if 
he  wishes  the  patient  to  initiate  something. )  Often  the  patient  will  be  en- 
couraged to  follow  Erickson's  suggestion  in  order  to  prove  him  wrong, 
Erickson  also  encourages  patients  to  follow  his  directions  by  emphasizing 
the  positive  aspects  of  the  patient's  life  so  that  they  are  pleased  to  cooper- 
ate with  him.  As  is  typical  of  most  hypnotists,  he  places  tremendous  em- 
phasis on  the  positive.  If  a  patient  points  out  he  always  tries  and  fails, 
Erickson  will  emphasize  his  determination  and  his  ability  to  try.  If  a  pa- 
tient behaves  passively,  Erickson  will  point  out  his  ability  to  endure  situa- 
tions. If  a  patient  is  small,  he  finds  himself  thinking  about  how  fortunate  it 
is  to  be  small  and  agile  instead  of  large  and  lumbering  as  he  talks  to  Erick- 
son. If  a  patient  is  large,  his  solidity  and  strength  are  emphasized.  This 
emphasis  on  the  positive  is  not  mere  reassurance,  but  statements  sup- 
ported by  evidence  which  the  patient  cannot  deny.  By  being  sure  of  what 
the  patient  needs  to  do,  and  emphasizing  the  positive  aspects  of  the  pa- 
tient's behavior,  Erickson  makes  suggestions  in  a  context  where  they  are 
most  likely  to  be  followed.  Besides  this  context,  he  makes  suggestions 
which  the  patient  can  easily  follow  and,  in  fact,  emphasizes  how  the  pa- 
tient is  doing  this  anyway. 

Typical  of  Erickson's  directives  to  patients  is  his  accepting  the  patient's 
behavior,  but  in  such  a  way  that  a  change  is  produced.  At  the  most  ab- 
stract level,  his  directives  can  be  seen  as  encouraging  symptomatic  be- 
havior by  the  patient,  but  under  therapeutic  direction.  He  never,  of 
course,  tells  the  patient  to  cease  his  symptomatic  behavior.  Rather,  he  di- 
rects the  patient  to  behave  in  a  symptomatic  way,  at  times  adding  some- 
thing else  to  this  instruction.  Since  the  behavior  occurs  under  therapeutic 
direction,  it  becomes  a  different  kind  than  when  it  is  initiated  by  the  pa- 
tient. 

Typical  of  Erickson's  directives  to  a  patient  is  that  given  to  a  patient 
who  came  to  him  reporting  that  he  was  lonely  and  had  no  contact  with 
other  people.  All  he  did  was  sit  alone  in  his  room  and  waste  his  time.  Erick- 
son suggested  he  should  go  to  the  public  library  where  the  environment 
would  force  him  to  be  silent  and  not  have  contact  with  others.  At  the  li- 
brary he  should  waste  his  time.  The  patient  went  to  the  library  and, 
since  he  was  an  intellectually  curious  fellow,  he  began  to  idle  away  his 
time  reading  magazines.  He  became  interested  in  articles  on  speleology, 
and  one  day  someone  at  the  library  asked  him  if  he  was  interested  in  ex- 
ploring caves  too,  and  the  patient  became  a  member  of  a  speleological 
club  which  led  him  into  a  social  Hfe, 

What  is  typical  about  this  example  is  the  acceptance,  in  fact  encourage- 
ment, of  the  patient's  symptomatic  behavior,  but  the  rearrangement  of 
that  behavior  in  a  situation  where  a  change  is  possible.  The  patient  could 
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hardly  refuse  to  follow  the  directive  since  he  was  only  being  asked  to  fol- 
low his  usual  routine  of  wasting  time  and  avoiding  contact  with  others. 

Besides  arranging  that  the  environment  produce  a  change,  Erickson  may 
also  use  the  mere  fact  of  his  directing  the  patient  to  behave  in  a  sympto- 
matic way  to  produce  a  change  in  the  symptom.  For  example,  with  one 
patient  who  weighed  270  pounds  and  was  an  expert  on  diets,  Erickson 
instructed  her  to  "overeat  enough  to  maintain  a  weight  of  260  pounds." 
The  woman  returned  to  the  next  session,  having  lost  10  pounds,  and  cu- 
rious to  see  whether  Erickson  would  have  her  overeat  enough  to  lose  10 
pounds  again,  or  would  it  be  20  this  time.  He  suggested  she  overeat 
enough  to  maintain  a  weight  of  255  pounds,  thus  suggesting  a  loss  of 
only  5  pounds.  Such  an  approach  oflFers  satisfaction  of  the  woman's  need 
to  overeat,  her  need  to  lose  weight,  and  also  her  need  to  rebel. 

The  writer  utilized  this  type  of  direction  with  a  patient  who  was  a  free- 
lance photographer  and  whenever  he  received  an  assignment  he  made 
some  silly  blunder  which  ruined  the  picture.  As  a  result,  he  was  so  busy 
concentrating  on  avoiding  errors  in  setting  up  his  camera  that  he  could 
not  take  a  satisfactory  picture.  He  was  instructed  to  go  and  take  three  pic- 
tures suitable  for  sale  to  an  architectural  type  of  magazine,  and  each  of 
these  pictures  was  to  be  taken  with  a  deliberate  error.  He  could  forget  to 
<;lose  the  back  on  one,  set  the  shutter  speed  wrong  on  the  next,  or  any  er- 
rors which  he  was  likely  to  make.  The  patient  found  it  diflBcult  to  do  this 
assignment,  but  he  brought  in  three  badly  taken  photographs  and  from 
then  on  had  little  difficulty  with  the  technical  side  of  his  assignments. 
Symptomatic  behavior  under  duress  often  produces  marked  change. 

Besides  directing  a  patient  to  do  some  activity,  Erickson  may  also  direct 
a  patient  to  think  of  something  related  to  his  symptom,  or  to  experience 
some  sensation  related  to  his  symptom.  Inevitably  the  patient  must  go 
through  the  symptomatic  behavior,  under  direction,  in  order  to  think 
about  it.  Such  a  process  is  characteristic  of  any  occurrence  in  therapy 
where  the  patient  is  directed  to  think  about  his  symptom,  including  free 
association. 

A  common  Erickson  technique  is  to  have  the  patient  not  only  go 
through  his  symptomatic  behavior,  but  also  to  add  something  to  it  as  he 
does  so.  An  example  is  oflFered  here  of  a  patient  treated  by  the  writer  with 
this  Erickson  method.  The  patient  was  relieved  of  lifelong  enuresis  in 
two  sessions. 

The  patient,  a  17  year  old  youth,  was  in  psychotherapy  for  some  months  with  a 
psychiatrist  who  was  dissatisfied  with  his  progress.  The  youth  had  entered  therapy 
under  duress  from  his  parents  and  Hked  to  be  independent  and  not  ask  for  help  or 
discuss  his  problems.  He  had  been  wetting  the  bed  all  his  life  at  least  50  per  cent 
of  the  time.  He  was  referred  to  the  writer  for  relief  of  his  enuresis  with  hypnosis 
while  he  continued  his  therapeutic  sessions  with  the  psychiatrist.  The  young  man  was 
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elaborately  casual  about  most  things  in  his  life,  but  intensely  worried  about  his  bed- 
wetting.  He  wished  to  go  away  to  college  and  he  could  not  live  in  a  dormitory  with 
this  embarrassing  symptom.  He  proved  to  be  an  almost  impossible  hypnotic  subject, 
and  so  he  was  led  to  agree  both  that  he  very  much  wanted  to  get  over  the  symptom 
and  that  it  made  him  feel  helpless  and  childish.  He  was  advised  that  if  he  were  hyp- 
notized and  the  symptom  suggested  away  he  would  only  be  encouraged  to  feel 
more  helpless,  but  he  could  easily  get  over  the  enuresis  himself  if  he  really  wished 
to.  When  he  said  he  did,  he  was  asked  what  he  considered  a  long  walk.  He  sug- 
gested that  2  miles  was  indeed  a  long  way  to  walk.  He  was  then  told  that  he  should 
go  to  bed  that  night,  and  when  he  awakened  during  the  night  with  a  wet  bed  he 
should  get  up  and  take  a  2-mile  walk.  Then  he  was  to  return,  climb  into  the  wet 
bed,  and  go  to  sleep.  Further,  if  he  slept  through  the  night  and  found  his  bed  wet 
in  the  morning,  he  should  set  the  alarm  for  2  o'clock  the  next  morning  and  get  out 
of  bed  and  take  his  walk.  He  was  assured  that  if  he  followed  this  procedure  with 
determination,  he  would  rapidly  get  over  his  symptom  without  help  from  anybody. 
The  youth  went  home,  dutifully  clocked  2  miles  of  distance  with  his  car,  and  the 
first  night  he  awakened  with  a  wet  bed  he  got  up  and  got  dressed  and  took  his  walk. 
He  continued  this  procedure,  and  some  time  later  he  called  the  writer  and  said  he 
was  now  wetting  the  bed  only  once  every  2  or  3  weeks  and  was  this  as  much  as  he 
could  expect.  He  was  advised  to  continue  the  regime  and  he  would  get  over  his 
enuresis  completely.  A  year  later  he  was  still  not  wetting  the  bed. 

The  relief  of  this  symptom  was  accompHshed  by  a  method  which  is 
simple  and  apparently  neglects  those  factors  which  long-term  therapists 
consider  most  important.  Obviously,  the  boy  was  involved  in  conflicts 
within  himself  and  in  an  intense  relationship  with  his  parents  over  this 
bedwetting.  He  was  also  threatened  with  the  possibility  of  leaving  home 
and  going  away  to  school  if  he  had  no  symptom,  and  so  on.  However,  this 
method  not  only  took  into  account  his  desire  for  independence  and  self- 
help,  but  it  was  the  kind  of  arrangement  which  was  dijBBcult  enough  that 
he  would  not  go  through  with  it  unless  he  was  willing  to  give  up  his 
symptom  and  replace  it  with  a  feeling  of  pride  in  accompHshment. 

Although  this  method  is  simple,  it  can  be  applied  to  a  variety  of  kinds 
of  problems.  Erickson  reports  a  case  of  a  65  year  old  man  who  was  suf- 
fering from  insomnia.  The  patient  had  been  taking  45  grains  of  sodium 
amytal  nightly  and  still  could  get  only  an  hour  or  two  of  sleep.  When  he 
asked  for  an  increase,  his  physician  became  frightened  at  the  addiction 
and  referred  him  to  Erickson.  Judging  him  to  be  both  honest  and  de- 
termined, Erickson  told  him  he  could  recover  from  his  insomnia  easily  if 
he  was  wilHng  to  give  up  8  hours  sleep.  The  old  gentleman  was  willing 
to  make  that  sacrifice.  Erickson  had  learned  that  the  man  lived  alone 
with  his  son,  and  that  he  did  not  like  to  do  housework.  He  particularly  did 
not  like  to  wax  the  floors  because  he  objected  to  the  smell  of  floor  wax. 
Erickson  instructed  the  patient  to  go  home  and  prepare  for  bed  by  put- 
ting on  his  pajamas  at  his  usual  time  of  8  o'clock.  However,  instead  of  go- 
ing to  bed  he  was  to  get  out  a  can  of  floor  wax  and  polish  the  hardwood 


TECHNIQUES   OF  DIRECTIVE  THERAPY  49 

floors  all  night.  At  7  in  the  morning  he  was  to  stop,  have  breakfast,  and 
get  ready  for  his  usual  day's  work.  The  next  night,  after  working  all  day, 
he  was  to  repeat  this  procedure  and  poHsh  the  floors  all  night  again.  The 
third  and  fourth  night  he  was  to  do  the  same,  and  at  the  end  of  that  time 
he  would  only  have  given  up  8  hours  sleep  since  he  was  only  sleeping  2 
hours  a  night  anyhow. 

The  patient  went  home  and  dutifully  polished  the  floors  the  first  night, 
the  second  night,  and  the  third  night.  The  fourth  night  he  said  to  himself, 
"I'm  so  weary  following  that  crazy  psychiatrist's  orders,  but  I  suppose  I 
might  as  well  poHsh  again  tonight  since  I  still  owe  him  two  hours  sleep." 
Then  he  decided  that  he  would  lie  down  and  rest  his  eyes  for  just  half  an 
hour.  He  awakened  at  7  the  following  morning.  That  night  he  was  in  a  di- 
lemma: Should  he  go  to  sleep  or  spend  the  night  polishing  the  floor  as 
he  had  promised.  He  decided  to  go  to  bed  at  8  o'clock,  and  if  he  could 
read  the  clock  at  8:15  he  would  get  up  and  polish  the  floors  all  night.  A 
year  later  he  was  still  sleeping  soundly  every  night.  He  reports  that  he 
does  not  dare  suffer  from  insomnia  since  if  he  does  not  fall  immediately 
asleep  he  must  spend  the  night  pohshing  floors.  As  Erickson  describes  the 
case,  "You  know  tlie  old  gentleman  would  do  anything  to  get  out  of  polish- 
ing the  floors— even  sleep." 

Although  this  method  must  be  designed  for  the  individual  patient,  in 
general,  it  involves  committing  the  patient  to  wanting  to  give  up  his  symp- 
tom, drawing  him  out  on  some  activity  which  he  does  not  like  (but  pref- 
erably feels  he  should  accomplish),  and  persuading  him  to  go  through 
with  the  activity  as  directed.  In  another  case,  Erickson  had  the  patient 
spend  the  nights  reading  those  books  he  had  put  off  reading,  and  since  he 
might  fall  asleep  reading  them  he  was  to  stand  up  at  the  mantle  and  read 
all  night.  The  cure  involves  the  patient  accomplishing  it  himself  and 
thereby  gaining  respect  for  himself. 

In  both  of  these  cases,  the  emphasis  is  apparently  upon  the  patient's 
activity  other  than  his  symptomatic  behavior.  However,  the  instruction  to 
the  enuretic  youth  was  that  he  was  to  take  his  walk  when  he  wet  the  bed, 
and  in  this  sense  his  bedwetting  came  under  direction  of  the  therapist  as 
well  as  his  self -punishment  for  bedwetting.  Similarly,  when  the  old  gen- 
tleman is  told  by  Erickson  to  stay  awake  and  polish  the  floors,  he  is  being 
told  to  behave  in  a  symptomatic  way  by  staying  awake  at  night  instead 
of  going  to  sleep. 

At  times,  Erickson's  directive  to  a  patient  may  include  not  only  going 
through  his  symptomatic  behavior  with  an  additional  suggestion,  but  that 
additional  suggestion  may  be  placed  in  such  a  way  that  the  patient  does 
not  know  he  is  receiving  it.  For  example,  Erickson  once  suggested  to  a 
woman  who  had  weekly  recurrent  headaches  that  she  carefully  study  her 
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headache  that  week  in  case  a  month  from  then  she  should  want  to  alter 
it.  He  points  out  that  this  suggestion  is  actually  a  suggestion  that  she  skip 
3  weeks  of  headaches.  Just  as  he  is  an  expert  at  getting  over  suggestions 
indirectly  to  hypnotic  subjects,  Erickson  also  likes  to  direct  patients  in 
such  a  way  that  they  cannot  recognize  they  are  being  directed  and  so 
cannot  resist  the  directive.  At  times  he  may  do  this  by  dropping  a  casual 
comment,  at  other  times  he  may  arouse  the  patient  emotionally  on  one 
topic  and  then  mention  another,  apparently  unrelated  topic  at  that  mo- 
ment. The  patient  will  "unconsciously"  connect  the  two  topics. 

Another  way  which  Erickson  will  use  to  get  over  a  suggestion  indirectly 
is  to  tell  anecdotes  to  patients.  These  anecdotes  may  be  experiences  of  his 
own  or  experiences  with  previous  patients.  Often  they  will  include  an 
idea  which  the  patient  can  recognize  and  defend  himself  against,  but 
while  defending  himself  against  that  idea  he  is  accepting  others  which  en- 
courage change. 

Similarly,  Erickson  may  persuade  a  patient  to  accept  a  suggestion  by 
making  it  seem  quite  minor  in  nature.  He  will  induce  a  cumulative 
change  but  base  it  upon  so  small  a  change  that  the  patient  can  accept  it. 
He  may  ask  a  patient  with  insomnia  to  report  to  him  next  time  that  he 
believes  he  slept  one  second  longer  one  night.  No  matter  how  extreme 
the  patient's  protests  that  he  rarely  sleeps,  he  is  still  willing  to  concede  so 
small  an  improvement.  The  groundwork  is  then  laid  for  further  improve- 
ment. Should  a  therapist  ask  immediately  for  a  larger  change  with  certain 
patients,  he  is  likely  to  find  himself  doing  long-term  therapy. 

Erickson  may  also  bring  in  the  relatives  of  a  patient  to  enlist  their  co- 
operation in  producing  a  change.  Since  most  symptoms  are  imbedded  in 
a  relationship,  a  change  can  often  be  worked  more  rapidly  by  working 
with  an  intimate  relative  of  the  ostensible  patient. 

THE  HYPNOTIC  RELATIONSHIP  AS  A 
MODEL  FOR  PSYCHOTHERAPY 

Sigmund  Freud  once  suggested  that  if  the  general  population  was  ever 
to  be  reached  with  psychotherapy  it  would  be  with  hypnosis.  Typically, 
discussion  of  brief  methods  of  psychotherapy  include  some  aspects  of 
hypnosis  as  a  major  factor.  The  techniques  of  Erickson  which  have  been 
discussed  here  have  developed  out  of  his  orientation  in  hypnosis.  It 
would  seem  appropriate  to  consider  the  formal  similarities  between  hyp- 
notist—subject and  psychotherapist— patient,  not  with  the  idea  of  hypnosis 
as  a  method  of  cure,  but  with  the  idea  that  it  can  be  a  model  for  thera- 
peutic types  of  relationships. 

A  particularly  important  similarity  between  the  two  situations  rests  in 
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the  fact  that  attempts  by  a  hypnotist  to  influence  a  subject  may  be  met  by 
resistances  which  are  essentially  similar  to  the  resistances  oflFered  by  a  pa- 
tient to  a  psychotherapist.  The  intensity  of  the  relationship  between  hyp- 
notist and  subject  and  psychotherapist  and  patient  rests  upon  the  fact 
that  both  relationships  sharply  focus  upon  one  of  the  most  important 
questions  in  human  Hfe:  How  much  influence  will  one  person  permit  an- 
other to  have  over  him? 

If  one  examines  all  methods  of  psychotherapy  at  the  most  general  level, 
a  similar  pattern  can  be  seen.  The  patient  is  first  persuaded  that  a  posi- 
tive change  in  himself  might  occur.  The  patient  then  participates  in 
bringing  the  change  about.  This  participation  may  include  following  a  di- 
rective therapist's  instructions,  taking  a  journey  to  Lourdes,  free  associat- 
ing daily  in  an  analyst's  office,  and  so  on.  Finally,  the  patient  begins  to 
look  for  and  notice  changes  when  they  do  occur. 

If  this  process  is  translated  into  more  interpersonal  terms,  it  can  be  said 
that  a  patient  is  first  persuaded  that  a  therapist  might  influence  him,  he 
then  participates  in  helping  the  therapist  influence  him,  and  he  finally 
acknowledges,  if  only  to  himself,  that  he  is  not  functioning  entirely  on  his 
own  terms.  These  steps  are  also  the  stages  in  the  induction  of  hypnotic 
trance. 

When  traditional  techniques  of  hypnosis  are  used,  the  hypnotist  is 
clearly  directing  the  subject,  and  the  subject  is  clearly  following  direc- 
tions. However,  Erickson  has  pioneered  in  a  variety  of  indirect  meth- 
ods of  trance  induction  with  his  naturalistic  techniques,^^  and  as  a  result 
the  Hne  between  a  hypnotic  relationship  and  some  other  influencing  re- 
lationship has  become  quite  vague.  Erickson  may,  for  example,  induce 
trance  behavior  in  a  subject  by  having  what  appears  to  be  a  general  con- 
versation with  him.  He  may  also  begin  a  long  monologue  which  the  sub- 
ject finds  tedious  and  wonders  when  he  will  get  to  tlie  point,  but  inter- 
spersed in  the  monologue  are  certain  phrases  given  certain  emphasis 
which  produce  trance  behavior  in  the  subject. 

When  hypnosis  is  broadened  to  include  indirect  as  well  as  direct  meth- 
ods of  trance  induction,  questions  are  raised  about  the  hypnotic  nature 
of  other  types  of  relationships  where  one  person  is  attempting  to  influ- 
ence another.  The  definition  of  hypnosis  then  shifts  from  a  description 
of  a  supposed  state  to  a  description  of  responsive  behavior.  The  respon- 
sive behavior  of  a  subject  is  in  some  ways  formally  similar  to  behavior 
of  other  people  in  other  situations.  The  similarity  between  the  respon- 
sive behavior  of  a  resistant  subject  and  a  person  exhibiting  symptomatic 
behavior  is  particularly  striking. 

A  hypnotist  always  meets  some  degree  of  resistance  in  a  subject,  and 
dealing  with  resistances  is  central  to  trance  induction.  The  resistant  sub- 
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ject  may,  at  one  extreme,  be  too  cooperative  and  at  the  other  he  may 
be  uncooperative.  If  he  is  too  cooperative,  the  hypnotist  requires  that  he 
try  to  resist  him  by  "challenging"  him.  If  he  is  uncooperative,  other 
methods  are  used.  Typically,  the  resistant  subject  who  is  asked  to  place 
his  hands  on  his  knees  will  do  so  with  some  indication  that  he  is  doing 
it  in  his  own  way  in  his  own  time.  Often  he  will  not  do  something,  or 
partially  do  it,  and  be  surprised  if  this  is  pointed  out  to  him.  Or  he  may 
be  asked  to  sit  still  and  yet  he  will  move  nervously  about  while  insisting 
he  cannot  help  himself.  The  resistant  subject  does  not  directly  refuse  to 
follow  suggestions  or  the  hypnotic  induction  would  be  over.  He  does  not 
follow  suggestions,  but  he  indicates  that  he  cannot  help  himself. 

Techniques  of  handling  the  resistant  subject  have  been  discussed  by 
Erickson  more  fully  than  by  any  other  hypnotist.  Essentially  the  way 
he  recommends  handling  a  resistant  subject  is  to  accept  the  resistance 
and  even  encourage  it.  He  calls  this  a  Utilization  Technique^^  in  the  sense 
that  he  is  utiHzing  the  behavior  ofiFered  him  by  a  subject.  For  example, 
a  patient  came  to  Erickson  for  hypnotherapy  and  immediately  began 
pacing  up  and  down  as  he  entered  the  office.  He  reported  that  he 
could  not  sit  down  but  had  to  pace  up  and  down  and,  therefore,  he  had 
been  discharged  by  various  psychiatrists  as  uncooperative.  While  he 
paced  the  floor  and  repetitiously  explained  this,  Erickson  said,  "Are  you 
willing  to  cooperate  with  me  by  continuing  to  pace  the  floor  as  you  are 
doing  now?" 

The  patient  replied,  "Willing?  Good  God,  man!  I've  got  to  do  it  if  I 
stay  in  the  office." 

Erickson  then  asked  the  patient  if  he  could  participate  in  his  pacing 
by  partly  directing  it.  The  patient  agreed,  and  Erickson  suggested  that 
the  patient  pace  over  here,  and  then  pace  back  and  forth  over  there,  and 
so  on.  After  a  while,  Erickson  began  to  hesitate  in  his  directions,  and 
the  patient  began  to  pause  in  his  pacing  and  wait  for  them.  Then  Erick- 
son seated  the  patient  in  a  chair  where  he  continued  to  go  into  a  trance. 

There  are  two  major  steps  involved  in  this  method:  Erickson  first 
asks  the  subject  to  do  what  he  is  already  doing  to  resist  him,  and  so  do  it 
under  his  direction.  Then  he  begins  to  shift  the  patient's  behavior  into 
more  cooperative  activity  until  the  patient  is  fully  following  his  direc- 
tions. 

Erickson  may  accept  a  patient's  resistance  in  a  variety  of  ways.  He 
may,  for  example,  accept  the  patient's  resistance  in  that  chair,  and  then 
suggest  the  patient  move  to  another  chair,  thereby  identifying  the  re- 
sistance geographically  and  separating  it  from  the  patient.  He  may  also 
accept  the  resistance  as  occurring  at  this  time,  but  not  at  some  other 
time.  With  one  woman  he  attempted  a  method  of  induction  which  he 
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knew  would  fail,  and  he  then  apologized  to  the  woman  for  using  that 
technique  with  her.  In  the  discussion  of  his  inadequacy  she  went  into  a 
trance.  As  he  pointed  out,  the  woman  needed  to  defeat  him,  but  she 
also  wanted  a  trance,  and  by  letting  her  defeat  him  first,  she  could  have 
both. 

These  various  ways  of  handling  resistance  become  relevant  to  Erick- 
son  s  psychotherapy  when  it  is  seen  that  he  utiHzes  similar  techniques 
for  handling  symptomatic  behavior  by  a  patient.  For  example,  a  woman 
came  to  him  for  help  in  losing  weight  who  had  tried  every  form  of  diet 
and  medical  treatment.  She  could  lose  the  weight,  but  she  immediately 
gained  it  back  again.  In  fact,  the  moment  she  dieted  until  she  reached 
the  chosen  weight,  she  was  compelled  to  rush  for  food  and  eat  com- 
pulsively until  she  was  overweight  again.  Erickson  asked  the  woman 
if  she  was  willing  to  lose  weight  in  a  way  that  met  her  personality 
needs,  and  she  agreed.  He  then  instructed  her  to  go  out  and  gain  from 
15  to  25  pounds.  While  she  was  gaining  this  weight  she  could  organize 
her  thinking  to  be  prepared  to  lose  weight.  The  woman  gained  a  few 
pounds  and  then  became  most  reluctant  about  gaining  more.  Yet, 
Erickson  insisted  she  gain  more.  He  finally  compromised  when  she  had 
gained  20  pounds  and  permitted  her  to  stop  gaining  weight.  She  then 
went  on  a  diet,  lost  the  weight  she  wanted  to  lose,  and  has  continued  to 
maintain  a  low  weight. 

In  this  example,  Erickson  deals  with  the  patient's  compulsion  to  eat 
in  ways  similar  to  the  ways  he  deals  with  resistant  subjects.  He  accepts 
her  need  to  gain  weight  and  even  encourages  it,  but  under  his  direc- 
tion. She  must  then  wait  for  further  direction  from  him,  and  at  a  certain 
point  he  provides  a  shift.  He  also  utilizes  a  typical  pattern  of  the 
woman:  she  usually  loses  weight  and  then  gains  it,  and  he  has  her  gain 
weight  and  then  lose  it. 

In  Erickson's  case  histories  a  formal  pattern  appears  in  case  after 
case  despite  his  diverse  methods.  He  gains  control  of  a  patient's  symp- 
tomatic behavior  by  encouraging  it,  thereby  posing  a  paradox,  and  then 
he  shifts  his  direction.  In  brief  form,  this  method  illustrates  the  essential 
interpersonal  context  of  any  therapeutic  change. 

THEORY  AND  METHOD 

It  would  appear  to  follow  logically  that  Erickson  would  develop  a 
school  of  psychotherapy  which  would  draw  upon  his  experience  in  deal- 
ing with  resistant  hypnotic  subjects.  The  attempt  to  change  the  behavior, 
perception,  or  sensations  of  a  normal  person  with  hypnotic  techniques 
inevitably  suggests  ways  of  changing  the  behavior,  perception,  or  sensa- 
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tions  of  people  suffering  with  neurotic  problems.  When  the  resistance 
and  the  cooperation  of  the  hypnotic  subject  is  seen  as  a  factor  in  the 
relationship  with  the  hypnotist,  then  symptoms  in  neurotic  individuals 
can  be  seen  as  ways  of  dealing  with  the  therapist  and  with  other  peo- 
ple. An  obvious  similarity  exists  between  the  patient  who  "involuntar- 
ily" circumscribes  both  his  own  and  other  people's  behavior  and  the 
resistant  hypnotic  subject  who  "involuntarily"  will  not  respond  on  the 
hypnotist's  terms.  Although  neither  hypnotist  nor  therapist  would  ever 
concede  to  a  patient  that  a  contest  is  involved,  inevitably  there  is  a  con- 
testing process  over  how  much  influence  the  subject  or  patient  will  let 
another  person  have  over  him.  There  is  going  to  be  a  struggle,  which 
may  never  be  labeled  as  such,  over  who  is  going  to  determine  what  is  to 
happen  between  the  two  people.  However,  neither  hypnotist  nor  ther- 
apist is  likely  to  be  merely  authoritarian  and  insist  they  are  in  charge 
or  they  will  be  defeated  in  their  endeavor.  The  patient  or  subject  has 
only  to  refuse  to  do  what  they  say  to  provoke  them  and  thereby  con- 
trol what  happens.  Both  hypnotist  and  therapist  must  circumscribe  the 
subject's  behavior  in  a  permissive  way.  This  permissiveness  may  be 
active  or  it  may  be  the  silence  of  psychoanalysis.  It  is  at  the  point  where 
permitting  symptomatic  or  resistant  behavior  shifts  to  encouraging  such 
behavior  that  the  control  of  the  relationship  comes  into  the  hypnotist's 
and  therapist's  hands. 

When  a  hypnotist  encourages  a  subject  to  resist  him,  after  asking  the 
subject  to  cooperate  with  him,  the  subject  is  in  a  peculiar  situation  and 
cannot  easily  gain  control  of  what  is  to  happen.  If  the  subject  resists, 
he  is  doing  what  the  hypnotist  asks,  and  if  he  cooperates  he  is  doing 
what  the  hypnotist  asks.  He  must  follow  the  hypnotist's  direction  no 
matter  what  he  does  and  so  he  cannot  gain  control  of  the  relationship. 
Similarly,  if  a  therapist  encourages  a  patient  to  deal  with  him  by  symp- 
tomatic means,  within  a  framework  of  helping  the  patient  give  up  his 
symptomatic  means,  the  patient  cannot  help  doing  as  the  therapist 
directs.  If  the  patient  continues  with  his  symptoms,  he  is  conceding 
that  he  is  following  therapeutic  directions;  if  he  ceases  his  symptomatic 
behavior,  he  is  conceding  that  he  is  following  the  therapist's  direction 
since  this  is  the  larger  goal  of  the  therapist.  If  one  describes  symptoms 
as  the  ways  the  patient  has  learned  to  circumscribe  the  behavior  of 
others,  he  is  unable  to  use  these  means  if  the  therapist  is  directing  him 
to  do  so.  Different  types  of  therapy  can  be  defined  as  different  methods 
of  direction  by  the  therapist.  The  psychoanalytic  therapist  encourages 
the  patient  to  behave  in  symptomatic  ways  by  directing  him  to  lie 
down  on  the  couch  and  say  whatever  he  wishes,  while  the  analyst  main- 
tains a  permissive  silence.  Since  the  patient  deals  with  others  by  means 
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of  symptomatic  behavior,  he  inevitably  will  ofiFer  such  behavior  when 
he  is  asked  to  say  whatever  he  wishes.  In  this  sense,  his  symptomatic 
behavior  occurs  at  the  direction  of  the  analyst.  For  example,  although 
this  is  a  crude  oversimplification,  it  is  clear  that  if  a  patient's  symptom  is 
constant  complaining  about  his  lot  and  he  is  asked  to  He  down  and 
say  whatever  comes  to  mind,  he  will  be  complaining  at  the  behest  of 
the  psychoanalyst. 

The  brief  therapy  of  Erickson  can  be  seen  as  formally  similar— he 
might  help  the  complaining  patient  complain  in  a  more  effective  man- 
ner, thus  encouraging  the  behavior,  but  under  his  direction. 

The  stages  of  brief  therapy  which  have  been  described  here  all  involve 
taking  direction  of  the  patient's  behavior.  In  the  initial  interview,  en- 
couraging the  patient  to  talk  and  suggesting  that  he  withhold  informa- 
tion results  in  directing  both  what  he  says  and  what  he  does  not  say. 
Specific  instructions  to  a  patient  typically  involve  asking  the  patient  to 
do  something  he  is  doing  anyway,  but  to  do  it  under  direction  and, 
therefore,  change  the  charg.cter  of  the  activity.  Usually  these  directions 
involve  a  shift  to  a  higher  level  of  abstraction:  the  patient  who  is  pun- 
ishing himself  with  some  distressing  symptom  may  be  asked  to  punish 
himself  for  treating  himself  badly  with  the  symptom.  In  this  procedure, 
the  therapist  is  accepting  the  patient's  need  to  punish  himself  but  chang- 
ing the  purpose  and  result  of  the  punishment.  In  addition,  to  go 
through  with  the  pimishment  on  instruction,  the  patient  must  go  through 
with  the  symptomatic  behavior  he  is  punishing,  and  so  the  symptom 
comes  under  the  direction  of  the  therapist.  Similarly,  the  therapist  takes 
control  of  the  symptom  when  he  requests  that  the  patient  exhibit  it  at  a 
different  time  than  usual  or  in  a  different  context  or  for  a  different  pur- 
pose. If  the  therapist  thinks  the  patient  is  likely  to  relapse,  he  may  also 
suggest  such  a  relapse  and  the  conditions  for  it  so  that  relapsing,  if  it  then 
occurs,  becomes  part  of  a  cooperative  endeavor  rather  than  resistance  by 
the  patient.  The  basic  rule  of  brief  psychotherapy  would  seem  to  be  to 
encourage  the  symptom  in  such  a  way  that  the  patient  cannot  continue 
to  utilize  it.  One  of  the  quickest  methods  is  to  persuade  the  patient  to 
punish  himself  when  he  suffers  from  the  symptom,  thereby  encouraging 
him  to  give  up  the  symptom. 

It  is  possible  to  describe  any  form  of  therapy  as  a  self -punishment  for 
the  patient.  After  all,  it  is  diflficult  to  go  and  discuss  one's  weaknesses  and 
inadequacies  with  a  therapist  (who  ostensibly  has  none).  To  be  success- 
ful, therapy  must  in  some  sense  be  an  ordeal.  If  an  expatient  says  of  his 
psychoanalysis  that  it  was  a  pleasure,  he  obviously  did  not  have  a  typi- 
cal experience.  When  one  observes  that  psychotherapy  is  hard  on  the 
patient  and  that  the  patient  seeks  out  this  ordeal,  one  can  wonder  if  the 
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type  of  people  who  seek  psychotherapy  are  not  somewhat  prone  to  self- 
punishment,  whether  one  operates  upon  a  theory  of  guilt  as  the  "cause" 
of  symptoms  or  not.  If  psychotherapy  can  be  seen  as  a  punishing  situa- 
tion which  the  patient  seeks,  then  it  seems  reasonable  to  make  this  self- 
punishment  more  explicit  and  actually  direct  the  patient  to  punish  him- 
xxself  for  his  distress. 

The  range  of  possible  self-punishment  for  a  patient  is  quite  wide. 
Ostensibly  the  best  self -punishment  would  be  that  which  is  of  benefit  to 
the  patient  and/or  meet  his  psychodynamic  needs.  If  the  man  who  feels 
he  should  exercise  more  is  required  to  get  up  in  the  middle  of  the 
night  and  do  a  number  of  deep  knee  bends  whenever  he  experiences  his 
symptom,  then  he  is  benefiting  whatever  he  does.  If  he  gives  up  the 
symptom,  that  is  beneficial;  if  he  does  not,  then  he  is  exercising,  and  that 
is  beneficial.  A  part  of  the  eflEect  or  this  form  of  treatment  seems  to  be 
the  withdrawal  of  some  of  the  "bad"  aspects  of  the  symptom  by  making 
the  appearance  of  the  symptom  result  in  something  good  for  the  in- 
dividual. If  a  man  who  feels  he  should  do  more  writing  is  required  to  get 
up  in  the  middle  of  the  night  and  write  for  an  hour  on  any  day  that  he 
suflFers  symptomatic  distress,  then  the  symptomatic  distress  becomes  de- 
fined as  producing  a  beneficial  ejffect.  Thereby  many  of  its  functions  are 
eliminated.  Often  the  threat  of  a  possible  punishment  can  have  effects 
upon  a  patient.  For  example,  a  writer  constantly  postponed  writing  so 
that  he  never  accomplished  anything,  and  he  also  avoided  social  life 
with  women  but  felt  he  should  experience  more  relationships  with  women. 
When  he  agreed  that  if  he  did  not  write  a  precise  number  of  pages  each 
week,  the  number  he  felt  he  should  write,  then  he  would  ask  a  precise 
number  of  girls  for  dates  the  following  week,  he  was  quick  to  spring  to 
his  typewriter  to  avoid  such  a  punishment.  However,  either  way  he  would 
benefit:  if  he  wrote,  that  was  what  he  wanted,  if  he  did  not,  then  he 
would  have  to  sociaHze  with  women,  which  was  what  he  wanted.  In  ei- 
ther case,  there  would  be  a  change  in  his  life  pattern. 

When  a  symptom  is  seen  as  a  way  a  patient  gains  an  interpersonal  ad- 
vantage, it  seems  logical  to  resolve  the  symptom  by  arranging  a  situation 
where  the  symptom  places  the  patient  at  a  disadvantage.  A  prescription 
for  self -punishment  is  one  way  of  aiTanging  such  a  situation,  but  the  mere 
fact  of  making  the  therapeutic  relationship  a  benevolent  ordeal  can  also 
set  up  this  situation.  For  example,  a  patient  suffered  from  an  involun- 
tary squint  which  occurred  whenever  anyone  behaved  hostilely  with 
him.  He  was  a  young  executive  in  a  selling  situation  where  he  needed 
to  appear  self-confident  and  sure  of  himself,  and  so  the  squint  was  a 
handicap.  However,  the  squint  also  gained  him  some  advantage;  he  was 
able  to  disarm  anyone  who  was  hostile  to  him  because  it  is  difficult 
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to  be  hostile  to  a  man  who  squints  as  if  he  has  been  struck  by  you.  The 
patient  wanted  to  get  over  this  symptom  quickly,  and  it  was  clear  that  an 
approach  in  terms  of  self -understanding  of  his  fears  would  not  be  quickly 
productive  because  he  had  been  through  3  years  of  psychoanalysis  with 
that  emphasis. 

When  the  patient  was  referred  for  hypnotic  treatment  he  came  in 
somewhat  reluctantly  and  condescendingly  because  he  felt  that  hypnosis 
was  really  not  quite  respectable.  In  his  past  he  had  always  sought  the 
best  and  most  respectable  treatment,  and  with  the  recurrence  of  de- 
pression, as  well  as  this  squinting  symptom,  he  had  sought  out  a  phychia- 
trist  of  high  status  in  the  community.  The  referral  by  the  psychiatrist  for 
hypnotic  treatment  was  not  welcomed  by  the  patient,  but  he  was  agree- 
able about  it. 

The  fact  that  the  patient  felt  condescending  about  a  relationship  with 
a  hypnotist  made  it  possible  to  arrange  his  situation  so  the  squinting 
was  a  disadvantage  rather  than  an  advantage  to  him.  He  did  not  prove 
to  be  a  good  hypnotic  subject,  and  so  another  tactic  was  used.  First,  a 
question  was  raised  whether  or  not  he  had  ever  dealt  with  his  name  in 
his  psychoanalysis,  since  it  was  such  an  odd  name.  We  will  call  him  Mr. 
Elephant.  He  replied  that  he  had  not.  He  became  somewhat  defensive 
about  this,  pointing  out  that  he  had  probably  not  dealt  with  many  things 
in  his  analysis.  His  feehngs  were  aroused  by  having  his  analysis  ques- 
tioned by  someone  who  used  a  less  respectable  procedure.  He  was  then 
told  that  for  this  particular  treatment  it  was  extremely  important  that 
he  know  he  squinted  each  time  it  happened.  When  asked  how  often 
he  had  squinted  during  the  interview  up  to  that  point,  he  was  uncertain. 
He  was  advised  that  it  was  important  that  he  know  exactly  when  he 
squinted,  in  fact,  so  important  that  it  was  necessary  to  point  the  squint 
out  to  him  each  time  in  such  a  way  that  he  would  be  increasingly  aware 
of  it.  The  suggestion  was  made  that  each  time  he  squinted,  the  therapist 
would  squint  back  at  him,  thereby  calling  the  squint  forcefully  to  his 
attention.  It  was  pointed  out  that  this  procedure  might  be  painful  to 
him,  but  it  was  for  a  good  cause.  He  readily  agreed  to  this  procedure, 
being  an  agreeable  and  tolerant  man.  However,  the  question  was  then 
raised:  How  could  the  therapist  know  if  the  patient  had  noticed  him 
squinting  back  at  him?  It  was  decided,  after  some  discussion,  that  the 
patient  would  acknowledge  that  he  noticed  the  therapist  squinting  back 
at  him  by  stating  his  name  each  time  it  happened. 

In  a  few  moments  the  patient  squinted,  the  therapist  squinted  back, 
and  the  patient  said  "Elephant."  He  asked  politely  if  that  was  what  was 
wanted,  and  he  was  assured  that  was  exactly  it.  Once  again  he  squinted, 
the  therapist  squinted  back,  and  the  patient  said  "Elephant."  Since  tlie 
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patient  habitually  squinted  every  few  moments,  this  procedure  was  re- 
peated every  few  moments  as  the  conversation  progressed.  The  patient 
began  to  get  angry,  but  he  continued  to  be  determinedly  polite  and 
condescending.  However,  as  the  interview  continued,  the  patient  began 
to  react  to  the  squinting  back  as  if  it  was  an  aggressive  or  hostile  act. 
Since  he  typically  squinted  when  faced  with  hostile  acts,  naturally  his 
squinting  increased.  Yet  the  more  it  increased,  the  more  he  was  forced 
to  go  through  this  unpleasant  procedure.  Toward  the  end  of  the  inter- 
view the  patient  began  to  squint  less  and  less.  At  the  beginning  of  the 
next  session,  he  was  asked  to  go  through  the  same  procedure  once  again. 
He  did  not  squint  during  an  entire  hour  and  a  half  session. 

Although  the  treatment  involved  more  than  this  procedure  before  the 
squint  was  eradicated,  the  rapid  disappearance  of  the  symtom  during 
the  interview  would  seem  to  have  a  great  deal  to  do  with  this  simple 
ordeal  through  which  the  patient  was  placed.  In  essence,  it  provides 
a  paradigm  for  aspects  of  longer  term  methods  of  psychotherapy.  Instead 
of  giving  him  an  advantage  in  a  relationship,  the  symptom  placed  the 
patient  at  a  severe  disadvantage.  He  was  faced  with  a  therapeutic  para- 
dox: he  was  being  helpfully  ridiculed  by  a  man  he  looked  down  upon. 
It  might  be  added  that  as  his  symptom  disappeared  his  depression  was 
reheved  as  well,  a  typical  response  to  these  methods  which  is  contrary 
to  the  popular  belief  that  the  rehef  of  a  symptom  will  result  in  a  sub- 
stitute symptom  or  precipitate  a  depression.  (It  should  also  be  noted 
that  the  humiliation  was  not  taken  as  exploitive;  therapist  and  patient 
enjoyed  each  other  socially  after  successful  treatment. ) 

Another  aspect  of  directive  therapy  illustrates  an  idea  which  is  con- 
trary to  popular  belief.  Many  directive  therapists  are  willing  to  take 
charge  and  intervene  in  a  patient's  life,  while  nondirective  therapists 
typically  argue  that  telling  the  patient  what  to  do  will  increase  his  de- 
pendency problems.  From  the  point  of  view  of  directive  therapy,  the 
situation  appears  much  like  the  mother-child  relationship  when  a  child 
is  trying  to  get  more  direction  from  the  mother  and  the  mother  is  trying 
to  avoid  having  the  child  so  dependent  upon  her.  The  more  the  mother 
brushes  oflF  the  child,  the  more  dependent  and  demanding  the  child 
becomes.  Often  this  is  the  case  in  psychotherapy.  A  willingness  to  let 
the  patient  be  dependent  upon  the  therapist  temporarily  will  typically 
produce  a  lessening  of  the  demands  for  dependency,  while  frustrating 
the  patient's  demands  can  increase  them.  Such  frustration  will  induce 
transference  behavior  in  a  patient  which  can  then  be  interpreted  in 
terms  of  past  frustration,  but  treatment  is  thereby  extended  and  in  the 
long  run  the  experience  can  be  too  humiliating  for  a  patient. 

Directive  therapy,  in  many  modified  forms,  would  seem  to  be  becom- 
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ing  more  typical  in  psychiatric  practice.  Those  therapists  who  are  dis- 
satisfied with  the  length  of  ti-eatment,  failures,  and  the  reaching  of 
plateaus  without  progressive  improvement,  often  try  out  some  interven- 
tion in  the  hfe  of  the  patient,  or  some  directions  for  specific  tasks,  which 
force  a  more  rapid  change.  Some  of  the  methods  of  brief  therapy  are 
usable  occasionally  in  tlie  context  of  long-term  therapy.  Other  techniques 
seem  to  require  a  style  in  themselves  which  is  different  from  the  style 
of  the  long-term  therapist.  One  essential  aspect  of  the  brief  therapy  situa- 
tion is  the  creation  of  an  intense  involvement  between  therapist  and 
patient  and  then  a  rapid  disengagement  from  that  involvement.  The 
separation  of  patient  and  therapist  begins  almost  at  the  moment  they 
have  fully  come  together.  By  such  a  rapid  disengagement,  the  patient 
is  prevented  from  delaying  or  defeating  his  improvement  because  the 
premise  is  estabhshed  that  the  therapist  will  not  long  be  there  to  defeat. 

OTHER  METHODS 

One  of  the  more  exasperating  therapeutic  problems  is  the  phobic  re- 
action. A  way  of  discussing  other  brief  methods  of  therapy  is  to  deal 
with  how  they  relieve  the  phobic  patient.  The  usual  emphasis  placed 
upon  reheving  the  unreasonable  fear  of  a  person  with  a  phobia  deals 
with  the  patient's  ideas  or  emotions.  The  goal  of  the  therapist  is  to  help 
the  patient  understand  what  is  behind  it,  distract  the  patient's  attention, 
shift  his  perception,  or  change  his  affect  in  the  situation.  Such  an  em- 
phasis is  typical  in  the  routine  hypnotherapeutic  approach  and  in  de- 
conditioning  processes.  However,  it  is  argued  here  that  these  shifts  in 
ideas  and  affect  are  a  byproduct  in  the  relief  of  phobias  and  that  the 
essential  goal  is  to  induce  the  patient  to  enter  the  phobic  situation  while 
behaving  on  the  therapist's  terms.  From  Freud  onward  it  has  been  ac- 
knowledged that  "understanding"  or  "insight"  of  the  cause  of  a  phobia 
is  not  sufficient  for  a  cure;  the  patient  must  enter  the  phobic  area  behav- 
ing differently  than  he  has  in  the  past.  Many  methods  of  relieving  phobias 
appear  to  offer  the  patient  some  rationalization,  or  reasons,  for  entering 
the  phobic  area  along  with  assurances  that  now  the  situation  will  be 
different.  These  rationalizations  may  include:  the  idea  that  the  patient 
now  has  sufficient  insight  so  he  will  not  have  the  fear,  the  idea  that  he 
should  enter  the  phobic  area  so  that  he  wiU  become  anxious  and  better 
understanding  can  be  achieved  when  his  anxiety  is  intensified,  the  idea 
that  his  anxiety  has  now  been  deconditioned  so  it  is  safer  for  him  to  en- 
ter the  phobic  area,  and  so  on.  Usually  if  the  patient  will  continue  to 
enter  the  phobic  area  under  direction  his  distress  will  be  relieved.  A 
major  problem  is  how  to  motivate  him  to  do  so. 
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One  way  to  arrange  that  a  patient  enter  a  phobic  area  can  be  illus- 
trated with  a  patient  who  came  to  Erickson  with  a  fear  of  riding  in  an 
elevator.  Erickson  induced  a  trance  and  directed  the  subject  to  go  to  a 
particular  address  with  the  suggestion  that  he  be  particularly  fascinated 
by  the  sensations  in  the  soles  of  his  feet  on  the  way  there.  The  patient 
arrived  at  the  address,  thinking  about  the  sensations,  and  then  discov- 
ered that  he  had  ridden  an  elevator  to  reach  the  address.  He  rode  back 
down  the  elevator  on  his  return  home.  The  usual  way  to  look  at  the 
resolution  of  this  fear  would  be  to  say  that  the  patient's  attention  was 
distracted  by  his  concentration  on  his  feet  and  he  rode  in  the  elevator 
without  realizing  it.  Once  having  done  so,  he  could  do  it  again.  An  alter- 
native explanation  is  possible,  but  before  discussing  it  a  similar  case 
can  be  cited. 

A  woman  once  came  for  hypnotherapy  for  various  problems,  one  of 
which  was  a  fear  of  taking  a  shower  with  the  bathroom  door  closed.  She 
feared  that  if  she  closed  the  bathroom  door  and  showered  she  would  be 
unable  to  turn  o£F  the  water  or  open  the  door  and  that  she  would  drown. 
She  was  angry  about  this  silly  fear,  yet  if  she  attempted  to  overcome  it 
she  found  herself  tensing  up  and  behaving  in  an  agitated  way  and  so 
was  unable  to  turn  on  the  shower  if  the  door  was  closed.  To  help  her 
solve  this  problem  would  set  a  precedent  for  solving  more  important 
ones,  and  so  one  day  while  she  was  in  a  good  hypnotic  trance  it  was  sug- 
gested to  her  that  one  of  these  days  she  would  realize  she  had  taken  a 
shower  with  the  bathroom  door  closed. 

The  following  session  she  came  in  rather  angry.  She  said  that  one  day 
that  week  while  drying  herself  after  a  shower  she  noticed  the  bathroom 
door  was  closed  and  realized  she  had  taken  a  shower  under  those  circum- 
stances. She  thought  the  therapist  had  something  to  do  with  it,  and  she 
was  angry  because  she  had  conquered  this  fear  but  gained  no  feeling 
of  triumph  in  having  done  so.  It  had  merely  happened.  To  help  her  feel 
she  had  conquered  the  fear,  the  therapist  suggested  that  during  her 
next  shower  she  would  feel  somewhat  afraid  and  apprehensive  with  the 
door  closed,  but  with  courage  she  could  overcome  this  fear.  She  fol- 
lowed directions  and  her  apprehension  vanished  after  several  showers.         jj 

Once  again,  this  resolution  of  a  fear  could  be  explained  by  saying  the 
patient  went  through  a  fearful  situation  without  "realizing"  she  did.  Yet 
this  explanation  is  doubtfully  satisfactory.  A  person  may  have  amnesia 
for  an  experience,  but  at  the  time  of  the  experience  he  realizes  what  he  is 
doing.  The  essential  element  here  would  not  seem  to  be  the  distraction  of 
attention. 

We  know  that  one  of  the  peculiarities  of  hypnosis  is  the  "post-hypnotic 
suggestion."  When  the  subject  in  trance  is  directed  to  do  something  at  a 
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later  time,  he  goes  into  a  trance  at  that  time  to  accomplish  the  task.  Pre- 
sumably, therefore,  Erickson's  patient  was  in  a  trance  while  riding  the 
elevator.  If  he  was  in  a  trance,  he  was  behaving  difiFerently.  It  seems 
possible  that  it  was  not  merely  the  distraction  which  lessened  his  fear, 
but  the  fact  that  he  rode  in  an  elevator  while  behaving  differently  than 
he  had  in  the  past.  He  was  not  reinforcing  his  fear  by  his  behavior,  he 
was  extinguishing  it  by  behaving  differently.  Similarly,  the  woman  pa- 
tient had  followed  a  posthypnotic  suggestion  and  taken  a  shower  in  a 
trance  and  so  was  behaving  differently.  Both  cases  involve  the  patient 
(a)  going  through  the  fearful  situation  while  (b)  behaving  differently. 
It  can  be  argued  that  unreasonable  fear  can  only  persist  if  the  feeHngs  of 
fear  are  reinforced  by  the  behavior  of  the  fearful  person.  If  the  person 
is  behaving  differently  he  is  feeling  differently. 

In  both  these  examples  the  patients  went  tlirough  the  fearful  situation 
behaving  at  the  therapist's  directions  and  on  his  terms.  Their  behavior 
was  "taken  over"  by  the  therapists.  If  this  is  typical  of  the  resolution  of 
this  type  of  fear,  one  can  wonder  if  it  occurs  in  situations  where  it  is 
argued  that  the  rehef  occurs  independent  of  the  relationship  with  a 
therapist 

One  of  the  current  ways  to  resolve  fear  is  by  the  method  of  decon- 
ditioning.  An  exponent  of  this  idea  is  that  of  Wolpe  who  offers  a  full 
presentation  of  his  method  in  Psychotherapy  by  Reciprocal  Inhibition.^^ 
A  partial  description  of  it  will  be  given  here.  According  to  Wolpe's  the- 
ory, fear  and  anxiety  are  the  result  of  previous  conditioning  to  fearful 
situations.  The  therapeutic  task  is  to  decondition  or  desensitize  the  au- 
tonomic responses  of  the  patient.  His  ideas  developed  from  experimental 
work  with  animals,  in  which  he  made  them  anxious  and  cured  their 
anxiety  by  progressively  taking  them  step  by  step  back  through  the 
anxiety  situation. 

After  taking  a  patient's  history,  Wolpe  instructs  him  to  make  a  list  of 
all  the  situations  which  make  him  anxious.  Then  he  has  the  patient  make 
a  list  of  his  fears  from  the  least  fearful  to  the  most  fearful.  When  this  is 
done,  Wolpe  has  the  patient  relax  and  imagine  a  series  of  scenes  begin- 
ning with  the  least  fearful  situations.  If  the  patient  is  afraid  of  blood,  he 
is  relaxed  and  told  to  imagine  a  small  bandage  with  blood  upon  it,  then 
a  small  wound  with  blood,  and  so  on  until  finally  he  imagines  a  hospital 
full  of  bloody  and  wounded  soldiers.  Wolpe  temporarily  recesses  the 
procedure  the  moment  the  patient  indicates  any  anxiety.  In  addition, 
Wolpe  sends  the  patient  out  to  assert  himself  in  interpersonal  situations. 
He  apparently  has  considerable  success  with  his  method. 

Wolpe's  argument  is  typical  of  those  who  follow  conditioning  theory. 
He  believes  he  is  desensitizing  processes  which  occur  inside  the  individ- 
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ual.  If  we  examine  this  deconditioning  method  from  an  interpersonal 
point  of  view,  it  appears  similar  to  the  previous  examples  of  the  rehef 
of  fear  by  taking  control  of  a  patient's  behavior  in  the  fearful  situation. 
Wolpe  is  a  gentle  rather  than  an  overtly  dominating  person,  but  he 
takes  rather  full  control  of  a  patient's  behavior.  The  patient  must  foUow 
Wolpe's  directions  by  making  his  list  of  anxiety  situations,  he  must  relax 
or  be  hypnotized  on  Wolpe's  terms,  and  he  must  imagine  what  Wolpe 
tells  him  to  imagine.  It  is  Wolpe  who  describes  and  designates  the  fear- 
ful scenes,  and  the  patient  has  only  a  veto  power  by  manifesting  some 
anxiety.  The  patient  is  taken  through  the  anxiety  situations  in  imagina- 
tion while  relaxed  or  behaving  as  Wolpe  directs.  Then  he  is  directed 
to  go  out  into  the  realistic  fearful  situation  with  strong  reassurances, 
both  direct  and  implicit,  that  he  will  now  behave  differently  in  those 
situations.  He  goes  through  them  with  the  expectation  of  returning  to 
Wolpe  for  congratulations  for  experiencing  the  situation  without  fear. 
Although  the  method  is  presented  by  Wolpe  as  a  procedure  focussed 
upon  the  internal  processes  of  the  patient,  a  fuller  description  would  in- 
dicate that  the  patient's  behavior  is  "taken  over"  by  the  therapist  in  the 
process  of  treatment.  If  one  examines  the  interpersonal  context  of  this 
subjective  change  in  the  patient,  it  would  appear  that  the  problem  posed 
the  patient  is  a  most  paradoxical  one.  He  enters  treatment  to  recover 
from,  and  therefore  to  avoid,  feehng  anxious.  He  is  asked  to  think  about 
those  situations  which  provoke  him  to  feel  anxious  (according  to  Wolpe 
the  method  is  most  efiFective  with  patients  who  can  become  anxious 
merely  by  imaging  an  anxious  situation).  Yet  he  is  not  allowed  to  feel 
anxious.  If  he  exhibits  the  least  anxiety,  the  treatment  session  is  stopped. 
When  this  occurs,  he  must  return  again,  paying  an  additional  fee,  and 
again  be  faced  with  a  situation  which  makes  him  anxious.  Yet  if  he  be- 
comes anxious,  he  is  again  dismissed  and  must  return.  Faced  with  a 
benevolent  therapist  who  is  placing  him  through  an  anxiety  arousing  or- 
deal, the  patient  is  forbidden  to  feel  anxious,  and  the  procedure  will 
only  be  terminated  when  the  symptoms  cease. 

Wolpe,  as  weU  as  Freud  and  many  other  therapists,  provides  a  ration- 
ahzation  for  the  patient  to  proceed  into  the  phobic  area.  Typically  the 
therapist  does  not  order  the  patient  into  the  phobic  situation,  even  after 
the  rationale  is  provided.  He  "advises"  him  to  voluntarily  seek  out  the 
phobic  situation.  Yet  such  advice  in  a  helping  context  is  directive,  and 
insofar  as  it  is  directive  the  patient  is  faced  with  a  typical  therapeutic 
paradox;  he  is  being  directed  to  voluntarily  do  something.  If  he  was 
merely  directed  to  enter  the  phobic  area,  he  could  do  so  and  return, 
pointing  out  that  the 'experience  was  fearful  and  the  therapist  had  disap- 
pointed him.  Yet  when  he  "voluntarily"  enters  the  phobic  area,  he  is  not 
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only  likely  to  be  less  fearful  but  if  he  should  experience  anxiety  he  can 
be  advised  that  what  he  did  was  voluntary  and  perhaps  he  was  not  quite 
ready  for  it  yet— sometime  in  the  future  he  can  voluntarily  do  it  again. 

The  importance  of  the  interpersonal  aspects  of  deconditioning  therapy 
is  best  illustrated  by  a  point  in  the  theory  of  the  method.  Such  thera- 
pists, and  Wolpe  in  particular,  emphasize  that  anxiety  "spreads."  The 
cause  of  phobic  anxiety  is  typically  said  to  be  the  result  of  a  trauma 
where  the  person  became  anxious  and  this  anxiety  spread  to  the  phobic 
area.  Therefore  the  patient  should  never  be  allowed  to  become  anxious 
in  the  treatment  or  the  spread  continues.  There  is  careful  avoidance 
of  requiring  the  subject  to  think  of  something  anxiety  provoking  when 
he  is  not  yet  ready  for  it,  because  encouraging  anxiety  spreads  it  over 
the  neural  pathways  and  increases  the  patient's  problem.  Psychoana- 
lysts are  criticized  for  allowing  a  patient  to  become  anxious  on  the  couch 
because  they  are  thereby  increasing  the  severity  of  the  patient's  symp- 
toms. Yet  the  writer  has  found,  and  so  have  others,  that  a  patient's  anxiety 
can  decrease  if  it  is  encouraged.  In  fact,  the  more  one  asks  a  patient  to 
become  anxious,  including  helping  him  become  so  by  asking  him  to 
think  of  anxious  situations,  the  less  anxious  he  becomes.  This  would  fol- 
low if  "anxiety"  is  responsive  behavior,  but  not  if  it  is  the  result  of  trauma 
and  neural  pathways. 

The  relief  of  irrational  fear  and  anxiety  occurs  in  an  interpersonal  con- 
text where  the  therapist  is  influencing  and  controlling  the  behavior  of  the 
patient.  This  influence  and  control  occurs  when  the  therapist  accepts  the 
patient's  behavior  and  defines  it  as  cooperation  rather  than  opposition.  If 
a  person  is  behaving  in  an  anxious  way,  he  will  not  stop  on  command. 
Fearful  behavior  can  be  seen  as  a  style  of  maneuvering  other  people,  al- 
though the  results  subjectively  may  be  distress.  To  control  such  a  per- 
son's maneuvers,  it  is  necessary  to  acknowledge  and  accept  his  behavior 
and  thereby  "take  it  over."  Often  one  can,  for  example,  suggest  that  a 
person's  anxiety  will  increase— momentarily.  If  he  then  behaves  in  a  more 
fearful  way,  the  therapist  has  gained  control  of  his  behavior  and  so  can 
direct  him  successfully  to  behave  in  a  less  fearful  way.  Traditionally  it 
has  been  said  that  the  therapist  is  deaHng  with  an  increase  and  decrease 
in  the  quantity  of  fear  inside  the  person,  yet  it  is  more  apparent  that  he 
is  setting  the  terms  as  to  how  that  person  is  to  behave  with  him.  Since 
the  patient  is  not  setting  the  terms,  he  cannot  reinforce  by  his  behavior 
his  feehngs  of  fear,  and  when  the  fear  is  irrational  it  will  not  be  rein- 
forced by  the  realistic  situation. 

Another  method  of  reheving  a  patient's  symptoms  quickly  was  de- 
veloped by  Cowles  who  apparently  had  success  >with  a  considerable 
number  of  patients.^^  Once  again,  his  method  included  providing  the  pa- 
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tient  with  an  explanation  of  his  problem  which  included  a  procedure  for 
relieving  it,  and  then  the  patient  was  sent  out  to  behave  in  a  symptomatic 
way  and  come  back  and  report  changes.  Cowles'  theory  centered  in  a 
depletion  of  "nerve  energy."  When  a  patient  arrived,  Cowles  would  ex- 
plain to  him  that  his  symptoms  were  the  result  of  a  loss  of  nerve  energy 
and  that  when  this  occurred  he  would  naturally  have  a  history  of  hav- 
ing symptoms  each  rather  worse  than  the  previous  one.  His  analogy 
was  progress  down  an  elevator.  He  thereupon  gave  the  patient  a  nerve 
tonic  and  then  a  powerful  suggestion.  This  suggestion  was  given  in  a 
particular  kind  of  way.  The  patient  was  told  to  lie  down,  and  then  Cowles 
would  press  his  thumb  and  forefinger  between  the  eyes  of  the  patient, 
pressing  the  occipital  nerve.  At  the  same  time  he  would  press  with  his 
other  hand  on  the  patient's  stomach.  Simultaneously,  he  would  say 
loudly  to  the  patient  a  suggestion  which  was  essentially  a  suggestion 
that  he  would  get  better  and  better.  The  first  few  treatments  it  is  doubt- 
ful if  the  patient  could  hear  the  suggestion;  the  pain  of  the  pressure 
on  the  nerve  is  considerable.  Then  Cowles  would  send  the  patient  out 
to  "fight  his  fears"  and  return  with  a  report.  He  was  told  that  he  would 
go  back  up  the  elevator  of  symptoms  rapidly  until  ultimately  he  was 
symptom  free. 

The  patient  of  Cowles  came  for  treatments  which  lasted  as  little  as 
5  minutes,  each  one  like  the  time  before.  He  was  required  to  wait  in  a 
waiting  room  full  of  improving  patients.  Regularly  he  went  to  a  meet- 
ing of  improving  and  recovered  patients  who  gave  testimonials  to  their 
successful  treatment.  The  general  atmosphere  was  one  of  improvement, 
and  excuse  for  improvement,  and  a  requirement  that  the  patient  show 
some  effort  to  improve.  In  this  procedure  the  patient  is  essentially  in- 
structed to  go  out  and  behave  in  a  symptomatic  way,  and  only  improve- 
ment will  release  him  from  the  rather  punishing  treatment  process. 

One  of  the  more  entertaining  examples  of  taking  control  of  a  patient's 
behavior  appeared  in  Lindner's  article  called  "The  Jet  Propelled  Couch."^^ 
A  borderline  psychotic  patient  presented  delusionary  material  to  Lindner 
about  his  contact  with  other  planets.  He  presented  this  in  such  a  way 
that  Lindner  was  excluded  and  the  patient  was  in  charge  of  this  sub- 
ject. In  more  orthodox  therapy  a  therapist  would  gain  control  of  this 
material  by  interpreting  it  to  the  patient  and  relating  it  to  the  patient's 
past  life.  Lindner,  however,  encouraged  the  patient  to  bring  in  the  ma- 
terial and  then  proceeded  to  correct  him  on  it  and  suggest  additions. 
The  more  Lindner  took  the  initiative  with  the  planetary  discussion,  thus 
gaining  control  of  the  behavior  the  patient  offered,  the  more  reluctant 
the  patient  was  to  make  an  issue  of  the  matter,  and  eventually  he  aban- 
doned this  psychotic  behavior. 
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Although  dehnquency  is  not  technically  a  psychiatric  problem,  treat- 
ment for  delinquent  behavior  meets  similar  difficulties  to  those  encoun- 
tered in  more  legitimate  psychiatric  complaints.  It  seems  about  as  useless 
to  tell  a  dehnquent  to  stop  behaving  badly  as  it  is  to  tell  a  compulsive 
patient  to  stop  ritually  washing  his  hands.  A  method  of  treatment  for 
antisocial  behavior  makes  overt  many  of  the  implicit  processes  in  other 
forms  of  psychotherapy.  The  method  described  is  to  have  the  therapist 
accept  and  take  over  the  delinquent  behavior  within  an  institutional  set- 
ting.^^  The  youth  is  not  advised  to  give  up  his  delinquent  behavior,  such 
as  a  plan  to  escape,  rather  he  is  encouraged  to  talk  about  his  plan  with 
the  therapist.  The  therapist  then  points  out  how  inadequate  this  plan  is 
and  suggests  changes  to  help  him  escape  more  successfully.  However,  he 
draws  the  line  at  personal  participation.  He  will  not  provide  a  key, 
pointing  out  that  he  is  not  fool  enough  to  get  actively  involved  in  this 
endeavor  and  jeopardize  his  position.  In  this  situation  the  therapist 
maintains  his  superior  position  in  the  relationship  by  not  letting  the  pa- 
tient place  him  at  a  disadvantage,  while  redefining  the  rebellious  or  re- 
sistant behavior  as  cooperating  with  him  in  a  joint  plan.  The  result  is  the 
abandonment  of  unsocial  behavior  and  a  rather  intense  involvement  of 
the  youth  with  his  therapist  so  that  more  traditional  therapeutic  tech- 
niques can  be  used. 

Recently  the  writer  discovered  another  method  of  brief  psychotherapy, 
one  where  the  symptomatic  behavior  is  directly  prescribed.  The  proce- 
dure was  developed  by  Frankl  as  a  technique  of  logotherapy^*^  and  he 
calls  it  "Paradoxical  Intention."  A  summary  of  the  method  is  provided 
by  Gerz,^^  with  examples  of  24  patients  treated  for  phobic  and  obsessive- 
compulsive  complaints.  As  mentioned  by  Gerz,  anticipatory  anxiety  fre- 
quently will  cause  a  symptom  to  actually  materialize.  "The  more  the  pa- 
tient fears  the  occurrence  of  the  symptom  and  the  more  he  tries  to  avoid 
it,  the  more  liable  it  is  to  occur.  For  example,  the  patient  who  has  a  fear 
of  blushing  will  actually  do  so  as  soon  as  he  tries  hard  not  to  blush.  How 
would  it  be,  then,  if  instead  of  trying  not  to  blush,  the  patient  would 
try  to  blush;  or  if,  instead  of  trying  not  to  pass  out,  or  not  to  get  panicky, 
etc.,  he  would  try  to  do  that  which  he  is  so  afraid  of?  Since  we  have 
no  voluntary  control  over  our  autonomic  nervous  system,  naturally  the 
patient  will  not  be  able  to  blush  as  soon  as  he  tries  to  do  so,  and  it  is 
precisely  this  phenomenon  which  is  used  in  the  technique  of  Paradoxical 
Intention."  In  the  procedure,  the  therapist  takes  a  case  history,  explains 
to  the  patient  the  basic  principles  of  Paradoxical  Intention,  and  he  dis- 
cusses successful  cases  with  him.  Then  the  patient  is  asked  to  have  his 
symptom  right  there.  As  Gerz  reports,  in  a  case  of  a  patient  afraid  to 
pass  out,  "To  evoke  humor  in  the  patient  I  always  exaggerate  by  say- 
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ing,  for  example,  'Come  on;  let's  have  it;  let's  pass  out  all  over  the 
place.  Show  me  what  a  wonderful  passer-out'  you  are.'  And,  when  the 
patient  tries  to  pass  out  and  finds  he  cannot,  he  starts  to  laugh."  The 
procedure  is  continued  in  the  oflBce  and  the  patient  is  advised  to  try  to 
have  his  symptoms  elsewhere.  Gerz  says  that  it  is  necessary  for  the  pro- 
cedure to  be  repeated  over  and  over  until  finally  the  neurotic  symptoms 
cease. 

This  technique  developed  by  Frankl  is  imbedded  in  the  mystique  of 
existentialism  and  so  has  a  decidedly  individual  orientation;  the  patient 
is  seen  as  struggling  against  his  fears  and  desires  with  reHef  coming 
when  he  attempts  to  do  what  he  fears.  As  Frankl  describes  the  proce- 
dure, the  method  is  doubtfully  the  posing  of  a  paradox  in  any  formal 
sense.  To  fear  something  and  then  to  deHberately  do  what  one  fears 
is  not  paradoxical  behavior  in  terms  of  a  logical  definition  (in  German 
"paradox"  would  appear  to  be  synonymous  with  "absurd").  The  obvious 
paradox  in  the  procedure  only  appears  if  one  shifts  from  the  individual 
to  the  relationship  point  of  view.  When  a  therapist  indicates  he  will  help 
a  patient  over  a  problem  and  within  that  framework  he  encourages  the 
patient  to  have  the  problem,  he  is  posing  a  formal  paradox.  The  messages 
at  one  level  conflict  with  the  messages  they  qualify,  just  as  a  class  can 
conflict  with  the  items  within  it,  and  when  this  occurs  paradox  is  gen- 
erated. 

When  one  examines  the  various  methods  of  psychotherapy,  a  difficulty 
in  discovering  what  they  have  in  common  is  the  problem  of  getting  an 
accurate  description  of  what  actually  happens  in  a  particular  form  of 
therapy.  The  therapist's  reports  are  usually  couched  in  the  language  of 
his  particular  method  rather  than  being  a  description  of  the  interchange 
which  actually  takes  place.  This  is  less  true  of  brief  methods  than  of 
long-term  therapy,  but  the  problem  still  remains.  For  example,  one  can 
observe  a  psychodrama  session  by  Moreno  and  receive  a  different 
impression  than  one  does  when  those  sessions  are  written  up  in  the  frame- 
work of  psychodramatic  theory.  The  amount  of  control  which  a  thera- 
pist takes  of  a  patient's  behavior  in  psychodrama  is  particularly  impres- 
sive. Not  only  is  the  patient  often  required  to  act  out  his  usual  behavior 
under  direction,  but  also  the  behavior  of  his  family  members  and  even 
his  dreams.  At  times  he  may  be  provided  with  an  alter  ego  which  is 
articulating  what  he  is  "really"  thinking,  so  that  his  thoughts  are  even  de- 
fined for  him.  It  can  also  be  argued  this  experience  can  be  punishing 
and  will  continue  until  the  patient  undergoes  a  change.  In  an  intensive 
psychodramatic  session,  the  patient  is  helped  to  recover  from  his  symp- 
tomatic behavior  while  behaving  symptomatically  under  direction,  a  pro- 
cedure typical  of  therapy  methods. 
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In  summary,  directive  therapy  places  the  patient  in  a  paradoxical  sit- 
uation which  he  cannot  resolve  as  long  as  he  continues  with  his  symptom- 
atology. Rather  than  giving  him  an  advantage  in  controlling  the  relation- 
ship with  the  therapist,  his  symptoms  place  him  at  a  disadvantage  as 
long  as  they  continue.  Defining  the  situation  as  benevolent,  the  therapist 
provides  an  ordeal.  The  patient  is  thereby  caught  in  an  "impossible" 
situation,  a  therapeutic  paradox.  If  the  therapist  was  benevolent  only,  the 
patient  could  deal  with  him.  If  the  therapist  was  only  treating  the  patient 
badly,  the  patient  could  deal  with  this.  However,  when  the  therapist 
is  hard  on  the  patient  within  a  framework  of  benevolent  help  as  long 
as  the  symptoms  continue,  the  patient  can  only  abandon  his  symptom- 
atology. 

Throughout  these  illustrative  methods  of  directive  therapy  it  is  evident 
that  "insight"  or  attempts  to  bring  about  self-awareness  and  understand- 
ing are  not  part  of  the  procedure.  There  are  no  transference  interpreta- 
tions or  connections  made  between  the  patient's  past  and  present  Hfe 
from  the  usual  intrapsychic  point  of  view.  Often  the  therapist  may  see 
a  varifety  of  kinds  of  intrapsychic  or  interpersonal  data  which  he  does 
not  reveal  to  the  patient.  His  goal  is  to  bring  about  a  change,  not  to  focus 
the  patient  on  his  mental  or  emotional  structure.  The  therapist  in  some 
methods  of  brief  therapy  may  also  terminate  treatment  while  still  aware 
of  other  problems  the  patient  may  have.  His  goal  is  to  produce  a  rapid 
change  in  one  aspect  of  a  patient  in  such  a  way  that  progressive  change 
will  occur  in  other  aspects  of  the  patient's  life  after  therapy  has  termi- 
nated. When  the  therapist  is  successful,  the  patient  is  "normal"  in  the 
sense  that  he  has  as  little  concern  with  insight  as  the  general  population 
and  is  deahng  with  other  people  in  ways  that  bring  him  more  satisfac- 
tion. 


CHAPTER  IV 


Strategies  of  Psychoanalysis  and 
Other  Awareness  Therapies 


The  technique  of  psychotherapy  one  prefers  will  depend  upon  his 
theory  of  psychopathology  and  the  function  of  symptoms.  DiflFerent  ther- 
apists exposed  to  a  similar  patient  will  have  quite  divergent  assumptions 
about  the  nature  of  the  problem  as  well  as  procedures  for  treatment.  For 
example,  faced  with  a  woman  patient  whose  symptom  is  extreme  anxiety 
whenever  she  attempts  to  leave  her  house  alone,  the  brief  therapist 
would  assume  that  the  woman  herself  and  other  people  in  her  environ- 
ment were  reinforcing  this  symptomatic  behavior.  He  would  direct  the 
woman  to  stay  at  home  in  such  a  way  that  she  could  not  continue  to  do  so. 
The  family  therapist  would  assume  the  woman's  symptom  was  part  of 
an  implicit  contact  with  other  family  members  and  would  argue  that  the 
woman's  husband  should  be  treated  for  this  symptom  as  well  as  the 
woman  herself.  The  awareness,  or  nondirective,  therapist  would  have 
quite  a  diflFerent  view  of  the  problem.  He  would  assume  that  the  wom- 
an's symptom  had  a  "cause"  in  her  intrapsychic  structure.  He  would  ac- 
cept the  woman's  desire  to  stay  at  home  while  exploring  the  reasons 
behind  her  symptom.  In  theory  and  practice  he  would  exclude  other 
family  members.  His  emphasis  would  be  upon  bringing  into  the  pa- 
tient's awareness  her  repressed  ideas  and  the  relation  between  her  current 
behavior  and  her  fantasies  and  childhood  experiences.  This  emphasis 
upon  the  individual  and  the  refusal  to  overtly  direct  the  patient  are  both 
characteristic  of  tlie  nondirective  school. 

Those  who  prefer  a  nondirective  strategy  in  psychotherapy,  particu- 
larly the  psychoanalysts,  usually  disapprove  of  brief  methods  of  treat- 
ment or  telHng  a  patient  what  to  do  in  his  personal  life.  The  psycho- 
analyst will  argue  that  a  directive  therapist  merely  removes  symptoms 
and  does  not  really  change  the  patient.  Should  a  patient  appear  to 
change  quickly  in  another  form  of  psychotherapy,  the  psychoanalyst  will 
argue  that  merely  a  "transference  cure"  and  not  a  basic  change  has 
occurred.  The  idea  that  there  is  no  point  in  relieving  a  patient  of  his 
symptoms,  in  fact  that  it  is  not  wise,  is  deeply  imbedded  in  psycliiatric 
thinking.  Two  assumptions  are  present  in  this  point  of  view:  (a)  reliev- 
ing symptoms  is  not  particularly  diflBcult  if  one  chose  to  do  it,  and  (b) 
if  a  patient  is  relieved  of  a  symptom  he  will  merely  have  another, 
probably  a  worse  one,  since  the  underlying  "causes"  have  not  been  re- 
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solved.  The  validity  of  both  these  assumptions  is  currently  being  ques- 
tioned and  the  evidence  for  them  is  slight,  if  existent. 

Nondirective  therapy  is  usually  distinguished  from  other  methods  by 
tlie  refusal  of  the  therapist  to  tell  a  patient  what  to  do  outside  the  consult- 
ing room  and  by  his  impassive  passiveness  within  the  room.  The  psycho- 
analyst typically  feels  that  intervening  in  the  life  of  a  patient  distorts 
the  therapeutic  process.  Psychoanalysis  in  Freud's  time  was  not  only 
more  brief,  but  it  was  more  active.  Freud  would  select  the  topic  for  a 
patient  to  free  associate  about,  and  when  the  patient  gained  some  "in- 
sight" into  a  problem,  Freud  would  suggest  that  he  take  action  in  his 
personal  life  now  that  he  had  this  new  knowledge.  The  long  length  of 
treatment  and  the  extreme  unwilHngness  of  a  psychoanalyst  to  require 
specific  behavior  from  a  patient  would  seem  to  be  a  later  development. 

A  problem  in  describing  psychoanalysis,  as  well  as  other  schools  of 
psychotherapy,  is  the  fact  that  reports  of  therapists  emphasize  the  theory 
of  a  school  rather  than  what  actually  happens  between  therapist  and  pa- 
tient. Although  there  is  a  voluminous  hterature  on  psychoanalytic  theory, 
there  is  a  decided  absence  of  descriptions  of  what  actually  takes  place 
in  the  psychoanalyst's  oflSce.  There  is  even  some  question  whether  psy- 
choanalysts are  not  typically  more  directive  than  they  would  admit  for 
publication. 

The  emphasis  upon  thought  processes  and  the  development  of  fantasy 
Hfe  would  seem  to  be  related  to  Freud's  fascination  with  the  processes  of 
human  thinking.  One  cannot  read  Freud  without  admiring  his  tenacity 
and  skill  as  he  traces  a  patient's  ideas  through  all  their  symbolic  ramifica- 
tions. There  is  no  intent  in  this  chapter  to  disagree  with  Freud's  formula- 
tions about  individual  personality  development  or  his  analysis  of  sym- 
boHc  material.  Rather,  it  will  be  suggested  that  the  exploration  of  the 
human  psyche  may  be  irrelevant  to  therapeutic  change.  Although  Freud 
assumed  that  the  patient's  self -exploration  produced  change,  it  is  ar- 
gued here  that  change  occurs  as  a  product  of  the  interpersonal  context  of 
tliat  exploration  rather  than  the  self-awareness  which  is  brought  about 
in  the  patient.  Freud  appeared  during  a  period  when  it  was  assumed 
that  man  could  change  through  self-understanding,  and  it  seems  more 
apparent  today  that  the  ability  of  a  person  to  change  because  of  self- 
knowledge  is  definitely  limited.  A  description  of  psychoanalytic  therapy 
which  includes  both  analyst  and  patient,  rather  than  only  the  subjective 
processes  within  the  patient,  makes  apparent  other  possibilities  besides 
self -understanding  as  the  source  of  therapeutic  change. 

Despite  the  absence  of  descriptions  of  what  actually  happens  between 
therapist  and  patient  in  psychoanalysis,  it  is  possible  to  describe  this 
form  of  therapy  on  the  basis  of  the  general  ideas  of  what  is  supposed  to 
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happen.  It  is  also  possible  to  find  in  this  method  similarities  with  other, 
apparently  quite  different,  methods.  Since  various  forms  of  therapy  ef- 
fect changes  in  the  same  type  of  patients,  the  question  can  be  raised 
whether  or  not  there  are  similarities  between  ( a )  the  directive  therapist's 
advice  to  a  complaining  patient  that  he  complain  more  effectively,  (b) 
the  repeating  back  of  the  patient's  statement  of  complaint  in  the  nondi- 
rective  therapy  of  Carl  Rogers,  and  (c)  the  silent  reception  of  com- 
plaints by  the  psychoanalyst. 

According  to  the  psychoanalysts,  therapeutic  change  takes  place  when 
a  patient  free  associates  in  the  presence  of  the  analyst.  The  conflict 
between  the  patient's  instinctual  drives  and  the  necessities  of  social  exist- 
ence have  produced  in  his  unconscious  repressed  ideas,  distorted  per- 
ception, and  misdirected  libidinal  energy.  Working  through  his  transfer- 
ence to  the  analyst,  the  patient  discovers  the  various  repressed  ideas 
carried  over  from  childhood  and  is  freed  from  them.  His  diflBculty  in 
therapy  is  working  through  his  resistance  to  the  discovery  of  these  dis- 
torted ideas.  With  the  occasional  interpretations  of  the  analyst  he  learns 
to  face  them,  trace  them  to  their  roots,  and  find  relief.  There  are  three 
rather  important  premises  in  the  psychoanalytic  point  of  view:  (a)  the 
patient's  problem  is  largely  one  of  distorted  perception  and  affect,  (b) 
the  patient's  struggle  is  largely  with  himself  and  with  his  resistances  to 
discoveries  about  himself,  and  (c)  it  is  assumed  that  any  advantage  a 
patient  gains  in  his  environment  from  his  symptoms  is  mere  secondary 
gain;  the  primary  emphasis  is  upon  his  defenses  against  ideas  within  him- 
self. 

This  emphasis  upon  only  internal  processes  in  a  patient  was  not  always 
so  in  the  history  of  psychoanalysis.  One  of  the  more  important  moments 
in  that  history  was  Freud's  courageous  reversal  of  his  position  on  hysteria. 
From  asserting  that  hysterics  had  suffered  an  actual  sexual  assault  in  the 
past,  as  they  reported,  he  shifted  to  the  argument  that  their  statements 
represented  fantasies  involving  wish  fulfillment.  From  this  emphasis  came 
the  presentation  of  the  Oedipal  conflict.  However,  this  shift  also  centered 
psychoanalysis  upon  the  fantasy  hfe  of  the  patient  rather  than  his  be- 
havior in  relation  to  other  people.  If  Freud  had  emphasized  the  possi- 
bihty  of  the  hysteric's  parents  behaving  in  a  particular  way  with  the 
patient,  he  would  have  entered  the  field  of  family  study  and  classifica- 
tion. If  he  had  emphasized  the  way  the  hysteric  was  manipulating  him  by 
falsely  telling  him  about  such  an  assault,  he  would  have  examined  psy- 
chotherapy in  terms  of  tactics  between  patient  and  therapist.  Instead, 
he  centered  upon  the  patient's  misinterpretations  of  his  past  and  so  en- 
tered the  field  of  symbolic  process.  The  emphasis  upon  the  distorted 
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perception  of  the  patient,  rather  than  upon  the  patient's  behavior,  shifted 
the  concern  of  psychoanalysis  to  the  fantasy  hfe  of  the  patient  rather 
than  the  patient's  responsive  behavior  to  what  the  analyst  was  doing  or 
not  doing. 

Inevitably,  distorted  perception  must  be  considered  in  any  study  of 
human  beings.  No  one  can  deny  that  patterns  of  perception  persist  in 
people  after  the  patterns  were  learned.  Otherwise  we  would  meet  each 
new  person  without  any  expectations  of  what  that  person  is  like.  For 
reasons  of  economy  alone  we  must  codify  our  information  about  people 
so  that  we  do  not  have  to  start  fresh  each  time  someone  says  something 
to  us.  It  also  seems  apparent  that  our  codification  system  will  at  times 
not  be  in  actual  agreement  with  the  situations  we  are  in.  We  misperceive 
people  because  our  expectations  are  not  complete  enough  to  account 
for  the  new  things  which  occur  in  our  lives.  Whenever  we  enter  a 
new  relationship  we  perceive  it  in  terms  of  previous  relationships,  and 
we  wiU  both  modify  our  previous  perceptions  and  maneuver  the  new 
relationship  to  meet  our  previous  perceptions.  However,  granting  the 
persistence  of  patterns  of  perception,  and  granting  their  inappropriate- 
ness  in  some  situations,  we  need  not  confine  the  study  of  therapy  to  the 
processes  in  the  interior  of  an  individual.  A  person  perceives,  but  he  also 
behaves,  and  the  responses  he  gets  to  his  behavior  will  a£Fect  his  per- 
ception. The  de-emphasis  of  behavior  in  psychoanalysis  has  almost  pro- 
duced the  argument  that  psychoanalytic  therapy  is  a  one-person  system 
of  interaction.  When  it  is  assumed  that  the  patient's  struggle  is  largely 
with  overcoming  resistances  to  discoveries  about  himself,  the  behavior 
of  the  analyst  is  neglected.  In  fact,  some  analysts  seem  to  be  arguing  that 
when  an  analyst  says  nothing  at  a  particular  moment  he  is  not  influenc- 
ing the  patient.  Similarly,  Rogers  will  argue  that  the  therapist  is  merely 
a  mirror  held  up  to  the  patient  so  that  the  patient  can  see  himself. 

Actually  nondirective  therapy  is  a  misnomer.  To  state  that  any  com- 
munication between  two  people  can  be  nondirective  is  to  state  an  im- 
possibility. Whatever  a  therapist  does  not  say  to  a  patient  as  well  as  what 
he  says  will  circumscribe  the  patient's  behavior.  If  a  therapist  says,  "I'm 
not  going  to  direct  you  what  to  do,"  when  a  patient  asks  for  direction, 
the  therapist  is  obviously  directing  the  patient  not  to  ask  him  what  to 
do.  If  a  patient  complains  to  a  therapist  and  the  therapist  is  silent,  this 
silence  is  inevitably  a  comment  on  the  patient's  behavior.  The  crucial 
aspect  of  nondirective  therapy  from  the  point  of  view  offered  here  is  the 
fact  that  the  patient  cannot  gain  control  of  the  psychoanalyst's  behavior. 
If  a  therapist  both  directs  and  denies  he  is  directing,  he  will  be  in  con- 
trol of  the  relationship. 
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THE  THERAPIST'S  SUPERIOR  POSITION 

To  control  a  relationship  a  person  must  be  in  a  position  to  establish 
the  rules  for  what  is  to  happen  between  himself  and  another  person.  The 
fact  that  a  therapist  must  be  in  a  superior  position  and  take  charge  in 
therapy  is  obvious  when  one  considers  how  impossible  the  situation 
would  be  if  he  did  not.  A  patient  views  the  therapist  as  an  authority 
who  can  help  him,  and  should  the  therapist  behave  in  an  inadequate 
way  the  patient  will  go  elsewhere.  However,  it  does  not  necessarily  fol- 
low that  the  therapist  makes  an  issue  of  being  in  charge,  because,  after 
all,  he  is  deaHng  with  people  who  are  peculiarly  sensitive  in  this  area. 
The  therapist  assumes  a  position  of  obvious  advantage  in  the  inter- 
change and  claims  the  right  to  set  rules  for  the  relationship,  while  at 
the  same  time  treating  his  superior  position  lightly  and  perhaps  even 
denying  it. 

The  context  of  the  relationship  emphasizes  the  therapist's  position  in 
such  a  way  that  he  can  treat  it  lightly.  Patients  are  usually  referred  to 
him  by  people  who  point  out  what  a  capable  authority  he  is  and  how 
much  the  patient  needs  help.  Some  therapists  have  a  waiting  list,  so  that 
the  patient  is  impressed  by  standing  in  line  to  be  treated  while  others 
may  imply  that  patients  with  similar  symptoms  were  successfully  treated. 
Furthermore,  the  patient  must  be  willing  to  pay  money  even  to  talk  to 
the  therapist,  and  the  therapist  can  either  treat  him  or  dismiss  him,  and 
so  controls  whether  or  not  there  is  going  to  be  a  relationship.  Not  only 
the  therapist's  prestige  is  emphasized  in  the  initial  meeting,  but  also  the 
patient's  inadequacy  is  made  clear.  The  patient  is  at  a  disadvantage,  since 
he  must  emphasize  his  difficulties  in  life  to  a  man  who  apparently  has 
none. 

The  physical  settings  in  which  most  therapists  function  also  reinforce 
their  superior  position.  In  many  instances  the  therapist  sits  at  a  desk, 
the  symbol  of  authority,  while  the  patient  sits  in  a  chair,  the  position  of 
the  suppliant.  In  psychoanalytic  therapy  the  arrangement  is  more  ex- 
treme. The  patient  lies  down  while  the  therapist  sits  up.  His  chair  is 
also  placed  so  that  he  can  observe  the  patient's  reactions,  but  the  patient 
cannot  observe  him.  Such  an  arrangement  gives  him  an  advantage,  since 
both  people  must  observe  their  effect  on  each  other  to  control  each  oth- 
er's behavior.  Patients  most  concerned  about  controlling  others  may 
panic  at  talking  to  anyone  they  cannot  see  and  may  refuse  the  couch. 

Finally,  the  initial  interview  in  therapy  usually  makes  quite  explicit 
the  fact  that  the  therapist  is  in  charge  of  the  relationship  by  the  rules 
for  treatment  he  lays  down.  He  suggests  the  frequency  of  interviews, 
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implies  he  will  be  the  one  who  decides  when  treatment  will  end,  and 
he  usually  instructs  the  patient  how  to  behave  in  the  oflSce.  He  may 
make  a  general  statement  about  how  the  patient  is  to  express  himself 
there,  or  he  may  provide  specific  instructions  as  in  the  analytic  situation 
where  the  patient  is  told  he  must  lie  down  and  say  whatever  comes  to 
mind. 

Although  the  therapist  begins  with  an  advantage  in  setting  the  rules 
for  the  interaction,  any  or  all  of  his  advantages  may  be  tested  or  ques- 
tioned by  the  patient  before  therapy  is  completed.  The  patient  may 
neglect  to  pay  his  fee,  not  show  up  at  the  proper  time,  imply  that  other 
patients  of  this  therapist  were  not  cured,  walk  about  instead  of  sitting 
where  he  is  supposed  to,  refuse  to  talk,  and  indicate  that  he  is  probably 
more  adequate  than  the  therapist. 

In  every  exchange  with  the  patient  the  therapist  will  attempt  to  main- 
tain his  advantage  and  the  patient  will  try  to  overcome  his  disadvantage, 
but  this  does  not  mean  that  an  overt  struggle  for  control  of  the  relation- 
ship is  tlie  process  of  psychotlierapy.  The  therapist  who  must  make  an  is- 
sue of  being  in  a  superior  position  by  insisting  that  the  patient  apply  that 
label  is  going  to  provoke  a  sense  of  contest  and  be  at  a  disadvantage  in 
the  relationship.  Ideally,  he  should  be  able  to  let  the  patient  appear  to 
be  in  the  superior  position  when  the  patient  insists.  Whenever  a  therapist 
demands  that  a  patient  behave  in  a  certain  way  he  is  likely  to  be  defeated, 
but  whenever  he  permits  the  patient  to  behave  in  a  certain  way  he  is  con- 
tinuing to  define  his  position  as  superior.  For  example,  a  patient  may  in- 
sist that  his  nondirective  therapist  talk  to  him.  Should  the  therapist  argue 
that  he  does  not  want  to  and  the  patient  must  talk,  he  will  be  at  a  disad- 
vantage. However,  he  may  say,  "I  wonder  why  you're  so  disturbed  at  my 
not  talking,"  or  "I'll  be  glad  to  talk,  but  it's  how  you  see  the  problem  that 
is  important,"  and  then  he  is  accepting  the  patient's  demand  while  still 
circumscribing  the  patient's  behavior. 

The  permissive  aspect  of  psychotherapy  is  perhaps  most  clearly  repre- 
sented in  nondirective  therapy.  The  therapist  does  not  oppose  anything 
the  patient  does  short  of  physical  assault.  Whatever  the  patient  may  do, 
no  matter  how  drastic,  in  his  personal  life,  he  does  not  provoke  advice 
or  opposition  from  the  therapist.  Whatever  the  patient  says  in  tlie  con- 
sulting room  does  not  produce  shock  or  protest  from  the  therapist.  Com- 
plaints of  misery,  or  statements  about  how  well  life  is  going,  produce  an 
attentive  silence.  Obviously,  if  the  patient  cannot  provoke  an  expected 
response  from  a  tlierapist  he  cannot  control,  or  circumscribe,  the  ther- 
apist's behavior.  Typically  the  patient  will  try  a  wide  range  of  behavior 
in  the  course  of  psychoanalysis,  including  many  techniques  of  maneuver- 
ing which  he  has  not  used  for  years.  (This  is  called  regression  in  psycho- 
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analysis.)  By  responding  only  in  his  own  way  and  only  on  his  own 
terms,  the  psychoanalyst  maintains  control  of  what  is  to  happen  between 
himself  and  the  patient. 

There  is  one  type  of  behavior  which  will  provoke  a  response  from  the 
psychoanalyst,  but  the  response  is  of  such  a  nature  that  the  advantage 
still  rests  with  the  therapist  rather  than  the  patient.  If  the  patient  refuses 
to  report  his  dreams  or  to  free  associate,  the  psychoanalyst  will  point  out 
that  this  behavior  is  an  expression  of  resistance  to  gaining  an  understand- 
ing of  himself.  Usually  the  psychoanalyst  at  the  beginning  of  treatment 
lays  down  in  his  ground  rules  the  statement  that  at  times  the  patient 
will  feel  angry  and  antagonistic  to  the  analyst  and  think  of  not  cooperat- 
ing or  even  breaking  off  treatment.  When  this  happens  it  will  be  a  sign 
of  resistance  to  change,  and  therefore  subject  to  examination  and  analysis 
because  it  is  so  important  to  the  process  of  treatment. 

When  the  patient  does  begin  to  refuse  to  cooperate,  the  analyst  does 
not  take  it  personally— which  would  give  the  patient  the  advantage  since 
he  would  have  provoked  a  response.  Instead  the  analyst  points  out  that 
resistance  to  change  and  resistance  to  the  ideas  coming  to  light  in  the  pa- 
tient are  essential  to  the  process  of  cure.  Resistant  behavior  by  the  patient 
thereby  becomes  defined  as  a  cooperative  endeavor  in  the  treatment  proc- 
ess. Should  the  patient  continue  to  be  resistant,  the  analyst  continues  to 
deal  with  this  as  a  problem  the  patient  has  with  himself  and  thereby  pre- 
vents the  patient  provoking  an  exasperated  reaction  from  him.  Since  the 
patient  has  produced  exasperated  reactions  in  his  relationships  in  the 
past,  he  has  gained  control  of  his  relationships  in  the  past.  However,  he 
cannot  use  those  methods  successfully  with  the  psychoanalyst. 

If  a  patient  says  something  unpleasant  to  a  directive  therapist,  such  as 
"I  don't  hke  you,"  the  reply  may  be,  "All  right,  you  don't  need  to  like  me 
to  make  use  of  my  help."  The  therapist  defines  what  kind  of  relationship 
they  will  have  by  accepting  what  the  patient  says  and  "topping"  it  in 
such  a  way  that  he  maintains  control  of  the  relationship.  When  a  patient 
says  to  a  psychoanalyst,  "I  don't  like  you,"  he  may  receive  silence  in  reply 
or  an  "M  hm."  Such  a  reply  also  accepts  the  patient's  maneuver  and 
"tops"  it.  Since  the  analyst  will  not  let  the  patient  provoke  him,  he  con- 
tinues to  define  what  kind  of  relationship  they  will  have.  Similarly,  the 
Rogerian  therapist  who  replies  to  such  a  statement,  "You  feel  you  don't 
Hke  me,"  is  maintaining  control  of  the  relationship  by  this  acceptance  of 
the  patient's  maneuver.  There  is  an  old  saying  that  you  cannot  win  a  fight 
with  a  helpless  opponent:  when  your  best  blows  are  unreturned,  you 
can  only  feel  guilty  and  try  to  provoke  a  response  in  another  way.  A  pa- 
tient is  disarmed  by  permissive  silence;  he  cannot  win  control  of  the 
therapist's  behavior.  Those  ways  the  patient  has  maneuvered  effectively 
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in  the  past  become  unusable,  although  he  may  attempt  them  again 
and  again  in  the  course  of  a  long  analysis.  The  patient  can  only  ultimately 
become  frustrated  and  rather  desperately  seek  ways  of  maneuvering  dif- 
ferently. Yet  the  therapist  has  never  suggested  that  the  patient  try  a  dif- 
ferent line  of  approach,  (the  patient  might  be  able  to  deal  with  this 
type  of  direction)  he  has  only  been  permissive.  The  patient  must  "volun- 
tarily" behave  differently  in  the  hope  that  he  can  discover,  almost  by  a 
random  process,  some  ways  of  gaining  control  of  the  responses  of  the 
analyst.  Silence  is  not  the  only  maneuver  of  the  psychoanalyst,  of 
course.  More  loquacious  therapists  may  not  reply  to  "I  don't  Hke  you," 
with  silence.  They  may  say,  "I  wonder  why  you  don't  like  me  today? 
Is  it  because  the  last  time  you  were  here  you  criticized  your  parents 
and  you  feel  a  httle  guilty  about  it?"  Such  a  reply  also  accepts  what 
the  patient  says  but  indicates  that  it  is  a  temporary  derangement,  and 
once  again  the  therapist  is  maintaining  control  of  what  type  of  be- 
havior will  take  place  between  them.  It  is  the  inabUity  of  the  patient 
to  gain  control  of  what  is  to  happen  which  makes  the  procedure  such  an 
ordeal  for  him;  however,  if  the  skilled  psychoanalyst  responds  when  the 
patient  is  behaving  differently  from  his  usual  ways,  the  patient  is  in- 
evitably led  in  the  direction  of  change. 

The  important  factor  in  this  method  of  directing  a  patient  is  the  ther- 
apist's denial  that  he  is  directing  the  patient.  The  patient  cannot  re- 
fuse to  foUow  directions  and  he  cannot  cooperate  on  his  own  terms.  The 
analyst  maintains  his  position  of  power  in  the  relationship  by  being  per- 
missive and  unresponsive.  Inevitably  when  the  analyst  says  httle,  what 
he  does  say  becomes  of  enormous  importance.  Similarly,  when  the  Rog- 
erian  therapist  repeats  back  what  the  patient  says,  his  selection  of  what  to 
repeat  becomes  extremely  significant,  not  because  of  what  he  says  but 
because  of  the  moment  and  statement  he  emphasizes.  This  moment  of 
repetition  is  one  of  the  few  indications  the  patient  has  of  the  direction  in 
which  he  is  being  pointed.  Ultimately  the  patient  learns  to  win  a  response 
from  the  therapist  but  only  on  the  therapist's  terms.  The  denial  of  direc- 
tion is  impHcit  in  the  method;  after  all,  the  patient  is  freely  selecting  the 
topics  of  discussion  and  the  therapist  is  merely  responding  occasionally 
to  certain  topics.  It  would  seem  obvious  that  this  method  of  directing 
people  would  be  designed  for  people  who  do  not  easily  follow  direc- 
tions—a characteristic  of  psychiatric  patients. 

To  both  direct  and  deny  that  one  is  directing  requires  a  particular 
style  of  speaking.  If  someone  asks  another  person  for  a  cigarette,  he  is 
directing  that  person  to  give  him  one.  However,  if  someone  says,  "I  wish 
I  had  a  cigarette,"  he  is  not  asking  for  one,  and  yet  the  other  person 
cannot  refuse  him.  The  cigarette  must  be  "voluntarily"  offered,  or  the 
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statement  must  be  ignored.  Typically  the  nondirective  therapist  does  not 
say,  "Tell  me  more  about  that,"  so  the  patient  can  obey  or  refuse  to 
do  so.  He  says,  "I  wonder  why  you  say  that?"  or  "Oh?"  or  "You  seem  to 
feel  strongly  about  that,"  or  he  repeats  what  the  patient  has  just  said  with 
a  questioning  inflection.  The  patient  faced  with  this  type  of  message  has 
been  asked  to  clarify  his  statement  further,  and  yet  he  has  not  been  asked 
to  do  so  in  a  way  that  he  can  refuse  to  do  so.  He  can  only  "voluntarily" 
clarify  what  he  has  been  saying.  Tliis  way  of  nondirectively  directing  can 
be  described  as  a  directive  qualified  with  a  denial  that  it  is  a  directive. 
The  patient  cannot  refuse  to  follow  direction  when  no  explicit  request  has 
been  made.  A  further  result  of  this  procedure  is  the  intense  concentration 
of  the  patient  on  the  therapist;  he  must  struggle  to  find  in  what  the  ther- 
apist says  some  indication  of  what  he  should  think  about  and  do.  He  may 
come  into  a  session  and  say,  "I  received  the  impression  last  time  that  you 
felt  I  should  re-consider  my  plans."  The  nondirective  therapist's  response 
may  be  "Oh?  Perhaps  you  have  some  doubt  about  your  plans."  Once  again 
the  therapist  is  denying  a  directive,  but  in  many  such  situations  the  pa- 
tient is  accurate  in  his  interpretation  of  the  way  the  therapist  is  pointing 
him,  despite  the  therapist's  denials.  Patients  who  have  been  through  psy- 
choanalysis and  go  to  a  directive  psychotherapist  may  continue  this  pro- 
cedure when  it  is  inappropriate.  The  directive  therapist  may  say,  "I 
don't  think  your  plans  are  wise  and  I  want  you  to  change  them."  The  pa- 
tient will  return  the  following  week  and  say,  "I  may  be  wrong,  but  I  have 
the  impression  that  you  think  I  should  re-consider  my  plans."  After  suffi- 
cient training  in  responding  to  nondirective  requests,  the  patient  may 
find  it  difficult  to  assume  that  a  straightforward  request  is  straightforward. 

THE  FRAMEWORK  OF  PSYCHOANALYSIS 

Perhaps  the  most  outstanding  factor  in  nondirective  therapy  is  the  in- 
sistence by  the  therapist  that  the  patient  initiate  what  happens  in  the 
sessions.  The  patient  comes  to  the  therapist  expecting  an  authority  who 
can  help  him  and  tell  him  what  to  do,  and  he  is  promptly  informed  that 
he  must  do  the  talking  and  select  the  topics  to  talk  about.  This  situation 
would  seem  to  be  unique  in  human  life.  Ordinarily  when  one  seeks  as- 
sistance from  an  expert,  particularly  in  the  healing  arts,  he  explains  his 
problem  and  is  given  instructions,  medication,  or  at  least  advice.  The  sit- 
uation is  typically  defined  as  one  between  a  person  in  authority  and  a 
suppliant,  and  therefore  a  complementary  relationship.  In  psychoanaly- 
sis, the  therapist  takes  charge  in  the  situation  by  placing  the  patient  in 
charge  of  what  is  to  happen.  He  instructs  the  patient  to  talk  about  what- 
ever comes  to  his  mind.  Should  the  patient  ask  what  he  should  talk 
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about  or  what  would  be  most  important  to  discuss,  the  analyst  declines 
to  state  and  suggests  that  the  patient  is  fully  in  charge  of  what  is  to  be 
talked  about.  A  part  of  the  success  of  this  form  of  treatment  could  be  the 
uniqueness  of  the  situation:  the  patient  cannot  deal  with  the  psycho- 
analyst in  his  usual  way  because  he  has  never  been  in  such  a  relation- 
ship before.  It  is  particularly  diflBcult  for  the  typical  psychiatric  patient  to 
deal  with  a  situation  where  he  is  in  charge  of  what  happens  and  yet  he  is 
not  in  charge.  Analytic  group  tlierapy  has  adopted  this  basic  strategy 
of  psychoanalysis;  the  leader  of  the  group  takes  leadership  by  disinvolv- 
ing  himself  from  leadership  and  requiring  the  group  members  to  initiate 
what  happens,  thereby  facing  the  group  with  a  paradox. 

Essentially  the  psychoanalytic  situation  depends  upon  the  patient  of- 
fering and  the  analyst  countering  what  is  offered.  Most  patients,  partic- 
ularly "helpless"  patients,  are  accustomed  to  the  opposite  situation.  The 
occasional  patient  who  can  only  deal  with  people  by  countering  what  is 
offered  will  fail  in  this  type  of  therapy.  When  the  nondirective  therapist 
meets  the  nondirective  patient,  such  as  a  mute  patient,  they  both  be- 
come incapacitated. 

Once  the  patient  is  initiating  subjects  of  conversation,  the  psycho- 
analyst will  begin  to  influence  what  should  and  should  not  be  said.  The 
therapist's  control  is  directed  less  at  what  will  be  initiated  and  more  on 
what  direction  it  will  take;  therefore  on  what  will  ultimately  be  initiated. 
This  is  accomplished  in  such  a  way  that  the  patient  cannot  say  he  is  being 
influenced  in  what  to  talk  about.  The  therapist's  comments,  such  as 
"M  hmm,"  or  "Oh,"  when  the  patient  mentions  something  the  therapist 
considers  important,  occur  within  a  framework  of  a  lack  of  response  at 
other  times.  Therefore  the  patient  is  placed  in  a  position  where  he  must 
attempt  to  gain  a  response  without  knowing  what  will  be  the  type  of 
behavior  that  can  produce  a  response.  The  result  is  searching  behavior 
which  may  include  the  patient's  full  repertoire  of  maneuvers  that  have 
provoked  responses  from  other  people  in  the  past. 

When  the  psychoanalyst  does  direct  the  patient  what  to  communicate, 
he  requests  that  the  patient  communicate  in  a  particular  style.  This  style 
is  essentially  the  way  the  psychiatric  patient  is  accustomed  to  commu- 
nicating since  he  is  being  asked  to  say  something  while  indicating  he  is 
not  responsible  for  what  is  said.  It  was  pointed  out  earlier  that  the  typical 
psychiatric  patient  habitually  insists  on  controlling  other  people's  be- 
havior in  an  indirect  way— by  symptomatic  behavior  which  permits  him 
to  do  something  and  deny  that  he  is  doing  it.  It  would  follow  that  he 
would  inevitably  communicate  in  this  way  in  therapy,  particularly  if  he 
is  required  to  initiate  what  is  to  happen  in  the  sessions.  Yet  if  he  is  only 
allowed  to  communicate  in  his  usuaFway,  he  will  either  win  control  of 
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what  happens  in  therapy  or  at  any  rate  continue  with  symptomatic  be- 
havior. Psychoanalytic  therapy  has  produced  a  way  to  solve  this  prob- 
lem. The  patient  is  directed  to  communicate  indirectly— to  say  something 
and  indicate  he  is  not  saying  it,  when  the  therapist  directs  the  patient  to 
communicate  with  him  by  dreams,  fantasies,  and  free  associative  state- 
ments. The  patient  is  being  encouraged  to  say  something  and  deny  that 
he  is  saying  it  since,  after  all,  he  cannot  be  responsible  for  the  dreams 
and  free  associations  which  come  into  his  mind.  When  symptomatology 
is  seen  as  a  way  of  influencing  people  while  denying  this,  it  becomes 
apparent  that  encouraging  indirect  communication  from  the  patient  is  a 
way  of  encouraging  him  to  communicate  in  a  symptomatic  way.  (The 
geography  of  the  psychoanalytic  setting  also  encourages  indirect  com- 
munication. The  patient  lies  on  the  couch  and  talks  to  the  ceiling  rather 
than  directly  to  the  analyst.)  When  the  patient  qualifies  his  statements 
as  not  made  by  him  but  by  his  unconscious,  on  the  instruction  of  the 
psychoanalyst,  then  the  patient's  way  of  labeling  his  communicative 
behavior  as  not  originating  with  him  is  not  opposed  but  encouraged  on 
the  therapist's  terms.  In  this  symbolic  style  of  communication  the  psycho- 
analyst is  an  authority  and  the  patient  is  not.  (Jungian  psychotherapy  is 
not  dealt  with  specifically  here  because  the  tactics  are  similar  to  other 
methods.  The  Jungian  therapist  also  accepts  the  patient's  behavior  and 
wins  control  by  translating  that  behavior  into  a  theoretical  structure 
which  the  therapist  can  ostensibly  deal  with  but  the  patient  can  only 
gamely  struggle  to  understand. ) 

Although  the  psychoanalyst  encourages  indirect  communication  from 
a  patient,  he  is  occasionally  faced  with  direct  statements.  Often  he  is 
faced  with  direct  statements  about  himself.  These  are  less  welcome  than 
indirect  statements  which  the  therapist  can  define  as  comments  upon 
the  relationship.  When  the  analyst  indicates  references  to  the  relationship 
which  occur  in  the  patient's  dreams  and  free  associations,  he  is  control- 
ling how  the  patient  defines  the  relationship.  Should  the  patient  define 
the  relationship  by  commenting  upon  him  directly,  the  analyst  also  takes 
control  of  the  patient's  definition,  but  in  a  difiFerent  way.  He  indicates 
that  the  patient  is  really  responding  to  a  subjective  image  of  him  and 
therefore  is  really  defining  some  other  relationship.  For  example,  if  the 
patient  says,  "You  don't  have  any  interest  in  me,"  the  therapist  is  likely 
to  reply,  "I  wonder  why  you  say  that?  Perhaps  someone  in  the  past 
didn't  have  any  interest  in  you."  The  subject  then  shifts  to  the  relation- 
ship between  the  patient  and  his  parents.  Although  it  is  part  of  the  theory 
of  psychoanalysis  that  change  in  the  patient  is  related  to  discoveries 
about  similarities  between  the  childhood  past  and  the  present,  the  fact  of 
talking  about  the  past  can  also  be  seen  as  a  therapeutic  tactic.  The  patient 
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can  make  indirect  comments  about  his  relationship  with  the  therapist 
by  talking  about  his  parents  in  a  particular  way.  The  therapist  can  then 
point  out  the  similarity  if  he  chooses  to.  He  may  do  so  if  he  wishes  to 
emphasize  that  he  is  the  one  defining  what  the  patient  is  really  talking 
about. 

If  a  therapist  can  arrange  the  situation  so  that  the  patient  will  concede 
that  he  is  the  authority  on  what  the  patient  is  really  saying,  then  the  ther- 
apist is  in  control  of  what  kind  of  relationship  they  have.  An  obvious 
tactic  which  produces  this  situation  is  the  emphasis  the  psychoanalyst 
places  upon  the  unconscious.  Since  by  definition  the  patient  cannot  be 
aware  of  what  he  is  unconsciously  doing  or  saying,  he  must  rely  upon 
the  analyst  to  help  him  discover  what  he  really  means  and  what  he  is 
really  doing.  Inevitably,  he  must  hand  over  to  the  analyst  the  authority 
to  define  what  is  happening  and  so  the  control  of  the  relationship.  The 
uncertainty  of  a  patient  about  his  own  behavior  can  become  profound 
when  he  is  encouraged  to  believe  that  he  is  driven  by  forces  beyond  his 
control  which  the  psychoanalyst  can  understand  and  interpret  but  he 
cannot.  Inevitably  if  the  patient  is  uncertain,  he  cannot  win  control  of  the 
relationship.  Most  of  the  techniques  of  psychoanalysis  are  designed  to 
insure  that  the  patient  settles  down  to  the  secondary  end  of  a  comple- 
mentary relationship.  If  the  patient  attempts  symmetrical  maneuvers 
and  directly  disagrees  about  a  point  with  the  therapist,  his  maneuvers 
wiU  be  defined  by  the  analyst  as  a  product  of  an  unconscious  wish  and/or 
the  manifestation  of  resistance  to  getting  well.  Symmetry  as  a  type  of  re- 
lationship is  forbidden  until  the  termination  of  treatment,  if  then. 

There  is  one  further  way  that  the  analyst  circumscribes  a  patient's 
behavior,  which  should  be  mentioned  here.  The  analyst  directs  the  pa- 
tient to  avoid  communicating  by,  or  about,  his  symptomatic  behavior. 
Attempts  by  the  patient  to  impose  a  paradoxical  relationship  are  les- 
sened when  the  patient  cannot  use  his  symptom  to  circumscribe  the 
analyst's  behavior.  The  analyst  usually  points  out  that  the  symptom  is 
only  a  symptom  and  that  they  must  deal  with  what  is  behind  it  and 
get  at  the  cause.  This  prevents  the  patient  from  manipulating  the  ther- 
apist with  this  type  of  behavior  and  forces  him  to  communicate  differ- 
ently. Avoiding  this  type  of  maneuvering  by  a  patient  may  be  seen  as  a 
practical  necessity,  since  the  patient  has  usually  acquired  considerable 
skill  over  the  years  in  using  his  symptomatic  behavior  to  control  his  per- 
sonal relationships.  However,  rather  elaborate  psychological  theories 
about  cause  and  effect  may  be  designed  to  rationalize  this  tactic. 

Should  a  patient  insist  on  using  his  symptomatic  behavior  in  the  ther- 
apy room  or  confine  his  discourse  to  that  subject,  the  therapist  will  soon 
find  the  patient  controlling  the  interaction.  Rather  than  permit  this,  the 
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analyst  accepts  the  patient's  behavior  and  redefines  it.  Should  the  patient 
insist  upon  talking  about  his  compulsive  behavior,  for  example,  when  the 
analyst  is  directing  him  to  deal  with  other  matters,  tlie  analyst  may  say, 
"Have  you  noted  that  whenever  you  discuss  your  wife  you  begin  to  talk 
about  your  symptom  again."  Or  he  might  say,  "Your  symptom  seems  to 
increase  whenever  I  mention  your  mother."  In  this  way  the  therapist 
accepts  the  patient's  resistance  to  talking  about  certain  subjects,  but  he 
redefines  that  resistance  as  a  cooperative  indication  to  the  therapist  where 
sensitive  areas  are  in  the  discourse. 

In  summary,  the  patient  comes  to  the  nondirective  therapist,  an  au- 
thority who  can  tell  him  what  to  do  to  solve  his  problems,  and  is  in- 
structed to  initiate  everything  that  happens  with  the  therapist.  He  is 
directed  to  communicate  in  other  than  his  usual  way  by  not  using  his 
symptomatic  behavior  and  by  communicating  free  associations  and 
dreams.  He  must  "voluntarily"  change  his  type  of  maneuvering  on  the 
basis  of  minimal  indications  from  the  therapist,  he  is  prevented  from 
using  the  therapist's  type  of  maneuvers  by  the  structure  of  the  situation, 
and  usually  his  attempts  to  win  control  are  anticipated  in  such  a  way 
that  the  therapist  can  label  them  as  resistance  to  treatment. 

When  someone  goes  to  an  authority  for  advice  and  help  and  is  told 
to  do  the  talking  himself,  he  is  faced  with  a  paradoxical  situation.  He  is 
told  to  take  charge  of  what  happens  in  the  interview,  and  the  fact  that  he 
is  told  to  do  so  means  that  he  is  not  in  charge.  Whatever  he  says  is 
thereby  defined  as  being  said  on  the  instructions  of  the  therapist.  Since 
he  enters  therapy  behaving  in  a  symptomatic  way,  he  is  faced  with  a 
situation  where  his  maneuvers  to  control  the  therapist  are  requested  by 
the  therapist.  It  was  pointed  out  earher  that  directive  thrapy  operates 
in  a  similar  way:  the  therapist  encourages  the  patient  to  behave  in  his 
symptomatic  way.  In  nondirective  therapy  if  the  patient  behaves  in  his 
usual  way  he  is  doing  what  the  therapist  is  telling  him  to  do,  and  if  he 
behaves  difiFerently  he  also  is  doing  what  the  therapist  is  telling  him  to 
do,  since  the  goal  of  the  therapist  is  to  change  him.  The  patient  cannot 
win  control  of  the  relationship  in  such  a  situation. 

Since  everything  the  therapist  does  will  indicate  how  the  patient  is  to 
behave,  and  since  the  nondirective  therapist  denies  he  is  indicating  how 
the  patient  is  to  behave,  the  patient  is  faced  with  a  therapeutic  paradox. 
He  must  respond  to  an  incongruent  set  of  messages,  and  his  attempts  to 
leave  the  field  are  blocked  ofiF  by  the  therapist's  earlier  statements  that 
leaving  the  field  will  be  a  sign  of  resistance  to  treatment.  The  patient 
cannot  control  the  therapist  by  his  usual  methods  of  behavior.  If  he  in- 
sists on  directing  what  happens  in  the  relationship,  he  finds  his  effort 
accepted,  and  he  is  doing  so  at  the  therapist's  implicit  request.  Should  he 
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insist  that  the  therapist  direct  what  happens  in  the  relationship,  the 
therapist  decHnes  this  patient-instituted  arrangement  by  saying  that  it  is 
not  his  function  to  direct  the  patient.  Whichever  way  the  patient  tries  to 
control  the  relationship,  his  attempt  will  fail.  He  can  only  try  again  and 
again,  until  later  in  therapy  when  the  therapist  may  acknowledge  his 
maneuvers  as  acceptable.  Yet  the  therapist  does  not  indicate  that  the 
patient  can  solve  the  problems  by  maneuvering  acceptably,  because  he 
denies  that  he  is  directing  the  patient  to  behave  differently.  When  the 
patient  changes  his  behavior,  this  is  labeled  by  the  therapist  as  spon- 
taneous change  originating  with  him. 

Psychotherapy  was  developed  to  deal  with  a  particular  type  of  person, 
and  there  seems  to  be  a  formal  similarity  between  symptomatic  behavior 
and  the  style  of  therapeutic  maneuver  which  counteracts  such  behavior. 
The  therapeutic  situation  is  so  structured  that  when  a  patient  behaves 
in  his  symptomatic  way,  thus  imposing  a  paradox,  he  provokes  a  coun- 
tering therapeutic  paradox.  His  only  possible  responses  are  to  leave  the 
field,  to  comment  on  the  impossible  situation  the  therapist  poses  for 
him,  or  to  cease  offering  paradoxical  maneuvers  himself.  If  he  leaves  the 
field,  he  must  continue  with  his  distress.  If  he  comments  on  the  therapist's 
maneuvers,  not  only  will  the  therapist  have  a  proper  rationalization  for 
his  directives  but  the  patient  can  only  successfully  comment  by  ac- 
knowledging that  he  is  trying  to  control  the  therapist  and  so  he  takes 
responsibility  for  his  actions.  If  he  abandons  his  own  paradoxical  ma- 
neuvers he  is  giving  up  his  symptomatic  behavior.  When  he  behaves  and 
aflBrms  that  he  is  behaving  in  that  way,  therapeutic  paradoxes  cannot  be 
used  in  response  to  him  and  the  therapist  is  disarmed.  Usually  therapy 
is  terminated  when  the  patient  is  behaving  this  way. 

Perhaps  it  is  logical  that  the  cure  for  a  type  of  behavior  should  involve 
the  imposition  of  similar  behavior.  If  a  patient's  problem  centers  in  hu- 
man relationships  it  must  be  cured  in  a  human  relationship;  and  if  it  cen- 
ters in  particular  methods  of  control  it  could  well  follow  that  the  cure 
would  involve  similar  methods  of  control.  The  difference  lies  in  the  re- 
sult; the  patient  wins  control  in  his  relationships  but  cannot  acknowledge 
doing  so  and  thereby  provokes  misery  in  himself  and  others,  whereas  the 
therapist's  methods  provoke  the  patient  to  behave  in  ways  which  bring 
him  greater  satisfactions.  However,  it  is  conceivable  that  a  nondirective 
therapist  could  provide  a  context  for  creating  or  perpetuating  psycho- 
pathology.  The  therapist  might  provide  a  situation  which  forces  the  pa- 
tient to  change,  for  example,  recover  from  a  symptom,  and  then  not  ac- 
cept the  change  but  disqualify  it  as  a  sign  of  resistance  or  flight  into 
health.  Conceivably  the  patient  could  then  experience  the  distress  of  a 
psychotic  patient  whose  parents  force  him  to  behave  differently  and 
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condemn  him  when  he  does.  (This  pathological  paradox  is  discussed 
later  under  schizophrenia.)  Should  such  distress  occur,  the  therapist 
might  argue  that  it  is  the  result  of  the  fragility  of  the  patient  without 
realizing  that  the  result  occurs  because  of  the  e£Fectiveness  of  the  method. 

If  one  defines  the  behavioral  goal  of  psychotherapy,  it  would  seem  to 
be  this:  the  therapist  must  induce  a  patient  to  voluntarily  behave  difiFer- 
ently  than  he  has  in  the  past.  It  is  unsatisfactory  if  a  patient  behaves  dif- 
ferently because  he  is  told  to  do  so:  he  must  initiate  the  new  behavior.  Yet 
an  essential  paradox  lies  in  this  goal  of  therapy:  one  cannot  induce 
someone  to  voluntarily  behave  difFerently.  Such  a  paradox  can  only  be 
resolved  if  it  is  seen  that  in  nondirective  therapy  the  patient  is  directed  in 
such  a  way  that  the  direction  is  denied  and  therefore  his  changed  be- 
havior is  defined  as  spontaneous. 

When  Sigmund  Freud  developed  the  procedures  of  psychoanalysis  he 
arranged  a  therapeutic  setting  which  is  a  unique  situation  in  human  life. 
A  crucial  aspect  of  this  setting  was  Freud's  emphasis  upon  not  intruding, 
or  influencing,  the  productions  of  a  patient  so  that  the  expressions  of 
the  patient  could  develop  "naturally."  (It  now  appears  generally  recog- 
nized that  a  patient's  productions  are  always  being  influenced  by  a 
therapist,  which  is  why  patients  in  Freudian  analysis  have  dreams  with 
more  evident  sexual  content  and  Jungian  patients  dream  in  appropriate 
Jungian  symbohsm,  thus  substantiating  the  theories  of  the  therapists.) 
Yet  by  making  it  clear  that  he  was  trying  not  to  influence  what  the  pa- 
tient said  and  did,  Freud  posed  an  inevitable  paradox  because  the  con- 
text of  the  relationship  was  an  attempt  to  influence  what  the  patient  said 
and  did,  because  it  was  designed  to  change  him.  That  is,  within  a  frame- 
work constructed  to  influence  a  patient,  Freud  attempted  to  exert  as  little 
influence  as  possible  and  thereby  caught  the  patient  in  the  essential  para- 
dox of  all  nondirective  methods  of  psychotherapy. 

When  Freud  devised  this  extreme  procedure  he  was  deahng  with  pa- 
tients who  did  not  respond  to  other  methods  of  treatment.  At  that  time 
there  were  not  many  other  methods  of  psychotherapy.  Yet  Freud  pointed 
out  that  psychoanalysis  should  be  tried  only  when  other  methods  failed 
because  of  the  time  and  expense  involved.  The  indiscriminate  use  of  this 
rather  drastic  procedure  is,  for  many  types  of  patients,  a  little  like  build- 
ing an  elaborate  garage  to  repair  a  flat  tire. 

Although  nondirective  therapy  as  practiced  by  psychoanalysts  once 
had  the  reputation  of  being  the  preferred  form  of  psychotherapy  for 
those  who  could  afford  it,  this  assumption  is  being  questioned  in  recent 
years.  However,  the  fact  that  it  is  successful  in  some  cases  would  imply 
that  it  might  have  similarities  in  method  with  other  types  of  psychother- 
apy which  are  also  successful.  Since  other  methods  may  not  involve 
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"insight,"  one  must  either  argue  that  they  do  not  really  change  a  patient 
or  one  must  assume  that  (a)  "insight"  can  change  a  patient  as  well  as 
other  factors,  or  (b)  it  is  not  "insight"  which  produces  a  change  in  a 
patient  but  something  that  nondirective  and  directive  methods  of  ther- 
apy have  in  common  quite  independent  of  "insight."  It  is  argued  here 
that  there  are  important  similarities  between  difiFerent  types  of  psycho- 
therapy if  one  examines  them  in  terms  of  the  interaction  of  patient  and 
therapist.  The  di£Ference  between  long-term  nondirective  therapy  and 
the  brief  therapy  described  in  the  previous  chapter  is  apparently  great. 
Yet  these  two  methods  can  be  used  to  illustrate  some  rather  important 
factors  they  have  in  common  with  each  other  and  with  other  methods. 
Some  of  these  similarities  have  been  impHcit  in  the  previous  discussion, 
but  a  few  formal  points  that  psychoanalysis  and  brief  therapy  have  in 
common  can  be  briefly  Hsted. 

Psychoanalysis  provides  (a)  an  explanation,  or  rationalization,  for  the 
patient  to  explain  why  he  is  the  way  he  is  and  why  he  will  improve  in 
treatment.  The  explanation  provided  by  psychoanalysis  tends  to  be  more 
complex  than  other  forms  of  therapy  and  encourages  excessive  introspec- 
tion which  often  continues  with  a  patient  long  after  treatment  is  discon- 
tinued. Whereas  brief  therapy  may  provide  a  patient  with  rather  simpH- 
fied  rationahzations  for  estabhshing  the  possibility  of  change,  psycho- 
analysis provides  the  patient  with  an  education  in  dissecting  himself 
(and  other  people).  Some  kind  of  explanation  for  undergoing  change 
seems  necessary  for  all  methods  of  treatment,  (b)  In  psychoanalysis  the 
responsibility  for  change  is  placed  upon  the  patient,  as  it  is  in  brief 
therapy.  Requests  by  a  patient  for  assistance  with  a  problem  are  met  with 
such  statements  as  "How  do  you  feel  about  it,"  and  so  on,  which  are  coun- 
tering suggestions  that  the  patient  deal  with  the  problem.  From  the  open- 
ing framework  where  the  psychoanalyst  places  the  patient  in  charge, 
throughout  treatment  the  burden  is  placed  upon  the  patient  to  initiate 
what  occurs.  This,  too,  is  the  case  in  brief  psychotherapy— often  this  is 
said  expHcitly  when  the  therapist  says  "I  cannot  help  you,  but  I  can  help 
you  help  yourself."  However,  the  brief  therapist  may  more  actively 
point  out  the  direction  in  which  the  patient  should  carry  his  burden  of 
responsibihty  for  inducing  change  in  himself,  (c)  Psychoanalysis  provides 
an  ordeal  for  the  patient  which  could  be  described  as  a  form  of  self- 
punishment.  The  patient  must  talk  about  the  most  sensitive  areas  of  his 
life  to  an  unresponsive  man,  he  must  detail  all  his  inadequacies,  weak- 
nesses, and  unsavory  thoughts  to  a  man  who  apparently  has  none,  and 
he  must  do  this  daily  while  paying  a  considerable  amount  of  money  for 
an  indefinite  period  of  time.  ( It  is  generally  said  by  psychoanalysts  that 
the  fee  must  represent  a  sacrifice  on  the  part  of  a  patient,  a  part  of  the 
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ordeal  the  patient  must  go  through.)  The  ordeal  of  treatment  can 
only  be  ended  by  the  patient  giving  up  his  symptomatic  behavior  and 
undergoing  change.  In  fact,  the  psychoanalytic  ordeal  may  continue 
even  after  the  patient  shows  marked  improvement  because  of  the  argu- 
ment that  "basic"  change  does  not  occur  quickly  but  slowly  over  long  pe- 
riods of  time.  Rapid  change  is  called  the  "honeymoon"  in  psychoanaly- 
sis, or  "transference  cure,"  or  "flight  into  health."  Yet  questions  can  be 
raised  whether  it  might  be  the  perpetuation  of  treatment  which  perpetu- 
ates the  problem.  Often  a  patient  may  appear  to  undergo  more  change 
after  terminating  analysis  than  when  involved  in  it.  In  brief  therapy 
the  therapist  intervenes  in  the  patient's  life,  produces  a  change,  and  then 
rapidly  disinvolves  himself  so  that  the  change  can  continue  independent 
of  him. 

If  psychoanalysis  is  a  pleasant  experience  to  a  patient,  it  is  not  ejBFective. 
Insofar  as  it  is  a  punishing  experience,  and  since  the  patient  seeks  out 
that  experience,  the  procedure  can  be  seen  as  a  form  of  self -punishment 
by  the  patient.  It  might  even  be  argued  that  the  patient  undergoes  im- 
provement when  he  has  punished  himself  sufficiently  by  going  through 
the  ordeal  long  enough— quite  independent  of  how  much  self-awareness 
he  has  achieved  in  the  process.  When  the  procedure  is  seen  as  an  ordeal, 
it  is  obviously  related  to  the  specific  self-punishment  provided  a  patient 
by  a  brief  therapist,  (d)  The  psychoanalyst  is  permissive  and  does  not 
oppose  a  patient  or  forbid  him  behaving  in  a  symptomatic  way.  Whereas 
the  psychoanalyst  permits  symptomatic  behavior,  the  brief  therapist  goes 
further  and  encourages  it.  The  two  methods  can  be  seen  as  similar  if 
it  is  argued  that  permitting  a  patient  to  deal  with  you  in  a  certain  way 
is  encouraging  him  to  behave  in  that  way.  Certainly  when  we  observe 
parents  permitting  a  child  to  have  temper  tantrums  we  argue  that  the 
parents  are  encouraging  such  behavior.  Similarly,  it  could  be  argued  that 
the  psychoanalyst  is  encouraging  symptomatic  behavior  by  his  extreme 
permissiveness  and  by  ostensibly  placing  the  patient  in  charge.  When 
psychoanalysis  is  seen  in  this  way,  the  paradox  which  appears  in  brief 
therapy  also  appears  in  psychoanalysis.  The  patient  cannot  gain  control 
of  the  relationship  by  symptomatic  means  if  he  is  being  encouraged  to 
do  so.  If  he  continues  with  his  symptomatic  behavior,  he  is  conceding 
that  the  therapist  is  in  charge,  and  if  he  does  not  he  makes  a  similar 
concession  because  the  goal  of  the  therapist  is  to  induce  a  change  in  him. 
Related  to  this  area  of  interaction  is  the  way  both  the  brief  therapist 
and  the  psychoanalyst  deal  with  resistance  to  change:  both  encourage 
it  when  it  appears  and  define  it  as  cooperation  in  a  joint  endeavor.  When 
resistance  is  relabeled  as  cooperation  it  is  eflFectively  extinguished. 
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Although  this  list  of  similarities  is  hardly  comprehensive,  there  would 
seem  to  be  suflScient  indication  that  a  more  thorough  study  of  all  forms  of 
psychotherapy  in  terms  of  their  similar  formal  patterns  would  be  reward- 
ing. A  more  rigorous  science  of  psychotherapy  will  arrive  when  the  pro- 
cedures in  the  various  methods  can  be  synthesized  down  to  the  most 
effective  strategy  possible  to  induce  a  person  to  spontaneously  behave  in 
a  different  manner.  "Spontaneous"  behavior  would  seem  to  occur  when  a 
person  is  caught  in  an  impossible  situation— that  is,  a  situation  which  he 
cannot  resolve  by  his  usual  manner  of  behaving.  He  is  thereby  provoked 
to  respond  in  ways  which  he  has  never  responded  before.  From  this  point 
of  view,  psychotherapy  can  be  seen  as  similar  to  the  ways  of  achieving 
"liberation"  or  "enlightenment"  in  Eastern  religions.  Discussing  this 
problem,  Alan  Watts  says,  ".  .  .  the  whole  technique  of  liberation  requires 
that  the  individual  shall  find  out  the  truth  for  himself.  Simply  to  tell  it  is 
not  convincing.  Instead,  he  must  be  asked  to  experiment,  to  act  con- 
sistently upon  assumptions  which  he  holds  to  be  true  until  he  finds  out 
otherwise.  The  guru  or  teacher  of  Hberation  must  therefore  use  all  his 
skill  to  persuade  the  student  to  act  upon  his  own  delusions  .  .  ."  He  later 
says,  "There  is,  then,  nothing  occult  or  supernatural  in  this  state  of  con- 
sciousness, and  yet  the  traditional  methods  for  attaining  it  are  complex, 
divergent,  obscure,  and,  for  the  most  part,  extremely  arduous  .  .  .  we 
must  look  for  a  simplified  and  yet  adequate  way  of  describing  what  hap- 
pens between  the  guru  or  Zen  Master  and  his  student  within  the  social 
context  of  their  transaction.  What  we  find  is  something  very  Hke  a  contest 
in  judo:  the  expert  does  not  attack;  he  waits  for  the  attack,  he  lets  the 
student  pose  the  problem.  Then,  when  the  attack  comes,  he  does  not 
oppose  it;  he  rolls  with  it  and  carries  it  to  its  logical  conclusion,  which  is 
the  downfall  of  the  false  social  premise  of  the  student's  question."^* 

If  one  should  simplify  the  context  of  psychotherapy  and  ways  to  achieve 
enlightenment,  it  could  be  said  a  similar  paradox  occurs  in  both  situa- 
tions. Within  a  benevolent  framework,  whether  of  healing  or  teaching, 
the  supphant  is  encouraged  to  behave  in  his  usual  ways,  while  he  under- 
goes an  arduous  ordeal  which  makes  it  diflScult  for  him  to  continue  in  his 
usual  ways.  The  response  to  this  paradoxical  situation  is  a  type  of  response 
which  the  individual  has  never  made  before  and  he  is  thereby  freed  from 
the  repetitive  patterns  he  has  followed  in  the  past. 


CHAPTER  V 


The  Schizophrenic: 
His  Methods  and  His  Therapy 


In  this  discussion  of  the  psychotherapy  of  schizophrenics  there  will  first  be 
a  description  of  what  there  is  about  the  schizophrenic  that  needs  to  be 
changed.  Then  there  will  be  a  presentation  and  analysis  of  methods  of 
changing  him. 

Most  theories  of  schizophrenia  were  proposed  at  a  time  when  it  was 
thought  the  schizophrenic  patient  could  not  be  treated  with  psychother- 
apy because,  according  to  those  theories,  he  was  out  of  contact  with 
reality.  In  recent  years  a  variety  of  therapists  have  been  developing  thera- 
peutic techniques  wliich  seem  to  produce  some  results  with  schizophrenics. 
It  has  been  difficult  to  see  a  connection  between  the  ways  these  ther- 
apists actually  deal  with  a  patient  and  former  theories  of  the  psychopathol- 
ogy.  Such  therapists  may  have  a  violent  struggle  with  a  patient,  they 
may  have  a  quiet,  insightful  conversation  with  him,  or  they  may  spoon 
feed  him  hke  an  infant.  An  attempt  will  be  made  here  to  demonstrate 
that  the  various  techniques  of  therapy  involve  a  similar  pattern  which 
can  be  related  to  both  a  developing  theory  of  schizophrenia  and  a 
theory  of  psychotherapy. 

SCHIZOPHRENIC  INTERACTION 

Despite  all  that  is  said  about  difiBculties  in  interpersonal  relations, 
psychiatric  Hterature  does  not  offer  a  systematic  way  of  describing  the 
interpersonal  behavior  of  the  schizophrenic  so  as  to  differentiate  that 
behavior  from  the  normal  person.  The  schizophrenic's  internal  processes 
are  often  described  in  terms  of  ego  weakness,  primitive  logic,  or  dissoci- 
ated thinking,  but  his  interpersonal  behavior  is  usually  presented  in  the 
form  of  anecdotes.  An  example  of  what  needs  to  be  classified  is  the  fol- 
lowing conversation  between  two  hospitalized  schizophrenics.  A  brief 
excerpt  is  offered  here  from  the  verbatim  conversation  which  will  be  re- 
produced at  greater  length  later  in  this  chapter. 

Smith:     Do  you  work  at  the  air  base?  Hm? 

Jones :      You  know  what  I  think  of  work,  I'm  33  in  June,  do  you  mind?  . 

Smith:     June? 

Jones:  Thirty-three  years  old  in  June.  This  stuff  goes  out  the  window  after  I 
Uve  this,  uh— leave  this  hospital.  So  I  can't  get  my  vocal  chords  back.  So  I 
lay  off  cigarettes.  I'm  a  spatial  condition,  from  outer  space  myself,  no  shit. 
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In  this  conversation  no  intrapsychic  processes  are  immediately  appar- 
ent. There  is  no  dissociated  thinking,  autism,  or  withdrawal  from  reality. 
From  what  the  men  say  one  might  conjectvire  the  presence  of  such  proc- 
esses as  dissociated  thinking,  but  even  without  conjecture  it  should  be 
possible  to  state  what  is  present  in  this  interpersonal  behavior  which  dif- 
ferentiates these  men  from  other  men. 

There  are  at  least  three  possible  psychiatric  approaches  to  these  data. 
The  classical  approach  would  determine  whether  or  not  the  two  young 
men  are  in  contact  with  "reahty."  When  one  of  them  says  he  is  from 
outer  space  and  the  other  says  the  hospital  is  an  air  base,  the  classical 
theoretician  would  draw  his  conclusion  of  schizophrenia.  He  would  ana- 
lyze the  data  no  further,  because  classical  psychiatric  theory  assumes 
that  these  men  are  not  responding  to  each  other  or  to  their  environment 
but  are  behaving  in  an  essentially  random  way  because  of  some  organic 
pathology. 

Another  approach,  the  intrapsychic,  would  center  around  the  thought 
processes  of  the  two  patients.  The  analyst  would  conjecture  about  what 
the  patients  must  have  been  thinking,  or  what  kind  of  peculiar  logic 
might  have  produced  these  odd  associations.  The  intrapsychic  point  of 
view  would  presume  that  the  conversation  is  meaningful,  that  it  is  based 
upon  distorted  thought  processes,  and  that  it  contains  so  many  asso- 
ciations unique  to  these  men  that  it  is  necessary  to  know  their  life  his- 
tories to  understand  why  particular  statements  were  made.  From  this 
point  of  view  an  analysis  of  the  data  is  pointless,  since  insuflBcient  in- 
formation is  provided  by  the  conversation  alone.  The  young  men  are 
"obviously"  schizophrenic,  and  their  statements  are  symbolic  manifesta- 
tions of  deeply  rooted  fantasy  ideas. 

Finally,  there  is  the  interpersonal  approach  to  these  data,  which  em- 
phasizes the  ways  in  which  the  two  men  interact,  or  behave,  with  each 
other.  This  approach  assumes  that  the  two  men  are  responding  to  each 
other  rather  than  merely  to  their  own  thoughts,  and  that  they  respond  in 
ways  different  from  normal  ways.  What  is  potentially  most  scientific 
about  the  interpersonal  approach  is  its  emphasis  upon  observable  data. 
The  ways  in  which  people  interact  with  each  other  can  be  observed, 
whereas  the  identification  of  thought  processes  is  inevitably  based  on  con- 
jecture. What  is  lacking  in  the  interpersonal  approach  is  a  systematic  de- 
scriptive system  differentiating  the  deviant  from  the  normal  ways  in 
which  people  interact  with  each  other. 

An  ideal  classification  of  interpersonal  relations  would  indicate  types 
of  psychopathology,  or  differentiate  relationships  into  classes,  according 
to  the  presence  or  absence  of  certain  readily  observable  sequences  in  the 
interaction.  If  such  an  ideal  system  could  be  developed,  it  would  not  only 
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clarify  diagnosis,  currently  based  upon  an  antiquated  system,  but  also 
clarify  the  etiology  of  psychopathology.  If  one  says  that  a  patient  is  with- 
drawn from  reality,  one  says  nothing  about  the  processes  which  provoked 
this  withdrawal.  If  one  says  that  a  patient  interacts  with  people  in  certain 
deviant  ways,  then  it  is  potentially  possible  to  describe  the  learning  situa- 
tion which  taught  the  person  to  behave  in  these  ways  and  to  describe 
ways  of  changing  this  type  of  behavior. 

AVOIDING  CONTROL  IN  A  RELATIONSHIP 

It  was  pointed  out  in  Chapter  I  that  it  is  difficult  for  anyone  to  avoid 
working  out  what  type  of  relationship  he  has  with  another  person.  How- 
ever, there  is  one  way  a  person  can  avoid  indicating  what  is  to  take 
place  in  a  relationship,  and  thereby  avoid  defining  it.  He  can  negate 
what  he  says.  Even  though  he  will  be  defining  the  relationship  by  what- 
ever he  communicates,  he  can  invalidate  this  definition  by  using  qualffica- 
tions  that  deny  his  communications. 

The  fact  that  people  communicate  on  at  least  two  levels  makes  it 
possible  to  indicate  one  relationship,  and  simultaneously  deny  it.  For 
example,  a  man  may  say,  "I  think  you  should  do  that,  but  it's  not  my  place 
to  tell  you  so."  In  this  way  he  defines  the  relationship  as  one  in  which 
he  tells  the  other  person  what  to  do,  but  simultaneously  denies  that  he  is 
defining  the  relationship  in  this  way.  This  is  what  is  sometimes  meant 
when  a  person  is  described  as  not  being  self-assertive.  One  man  might 
respond  to  a  request  by  his  wife  by  saying,  "No,  I  won't,"  and  sitting 
down  with  his  newspaper.  He  has  asserted  himself  in  the  sense  that  he 
has  defined  his  relationship  with  his  wife  as  one  in  which  he  is  not  to  be 
told  what  to  do.  Another  man  might  respond  to  a  similar  demand  by 
saying,  "I  would  like  to  do  it  but  I  can't.  I  have  a  headache."  He  also 
refuses  to  do  the  task,  but  by  qualifying  his  message  in  an  incongruent 
way,  he  indicates  that  he  is  not  defining  the  relationship  by  this  refusal. 
After  all,  it  was  tlie  headache  which  prevented  his  doing  the  task,  not 
him.  In  the  same  way,  if  a  man  strikes  his  wife  only  when  drunk,  the  act 
of  striking  her  is  quaHfied  by  the  implication  that  he  is  not  responsible; 
the  effect  of  the  hquor  is.  By  qualifying  his  messages  with  implications 
that  he  is  not  responsible  for  his  behavior,  a  person  can  avoid  defining  his 
relationship  with  another.  These  incongruent  qualifying  messages  may  be 
verbal,  such  as,  "I  didn't  mean  to  do  it,"  or  they  may  be  conveyed  by  a 
weak  voice  or  a  hesitant  body  movement.  Even  the  context  may  negate 
a  maneuver  to  define  a  relationship— for  example,  when  one  boy  invites 
another  to  fight  in  church  where  a  fight  is  not  possible. 

To  clarify  the  ways  in  which  a  person  might  avoid  definining  his  rela- 
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tionship  with  another,  suppose  that  some  hypothetical  person  decided  to 
entirely  follow  through  with  such  an  avoidance.  Since  anything  he  said 
or  did  not  say  would  define  his  relationship,  he  would  need  to  qualify 
with  a  negation  or  a  denial  whatever  he  said  or  did  not  say.  To  illustrate 
the  ways  in  which  he  could  deny  his  messages,  the  formal  characteris- 
tics of  any  message  from  one  person  to  another  can  be  broken  down  into 
these  four  elements : 

(a)  I 

( b )  am  saying  something 

( c )  to  you 

( d )  in  this  situation 

A  person  can  avoid  defining  his  relationship  by  negating  any  or  all  of 
these  four  elements.  ^le  can  (a)  deny  that  he  communicated  something, 
(b)  deny  that  something  was  communicated,  (c)  deny  that  it  was  com- 
municated to  the  other  person,  or  (d)  deny  the  context  in  which  it  was 
communicated. 

The  rich  variety  of  ways  in  which  a  person  can  avoid  defining  a  rela- 
tionship can  be  summarized  briefly. 

(a)  To  deny  that  he  is  communicating  a  message,  a  person  may  label 
himself  as  someone  else.  For  example,  he  may  introduce  himself  with  an 
alias.  Or  he  may  indicate  that  he  personally  is  not  speaking,  but  his  status 
position  is,  so  that  what  he  says  is  labeled  as  coming  from  the  boss  or 
the  professor,  for  example.  He  may  indicate  that  he  is  only  an  instru- 
ment transmitting  the  message;  he  was  told  to  say  what  he  did,  or  God 
was  speaking  through  him,  and  therefore  he  is  not  the  one  who  is  defin- 
ing the  relationship. 

A  person  may  also  deny  that  he  is  communicating  by  labeling  what  he 
says  as  eflFected  by  some  force  outside  himself.  He  may  indicate  that  he 
is  not  really  talking,  because  he  is  upset  or  deranged  by  Hquor,  or  in- 
sanity, or  drugs. 

He  may  also  label  his  messages  as  being  the  result  of  'involuntary' 
processes  within  himself,  so  that  he  is  not  really  the  one  communicating. 
He  may  say,  "You  aren't  upsetting  me;  it's  something  I  ate,"  and  deny 
that  his  sick  expression  is  a  message  from  him  about  the  relationship.  He 
may  even  vomit  or  urinate  and  indicate  that  these  things  are  organically 
caused  and  not  messages  from  him  which  should  be  taken  as  comments 
on  a  relationship. 

(b)  The  simplest  way  in  which  a  person  can  deny  that  he  said  some- 
thing is  to  manifest  amensia.  By  saying,  "I  don't  remember  doing  that," 
he  is  quahfying  an  activity  with  a  statement  negating  it.  He  may  also 
insist  that  what  he  says  is  being  misunderstood,  and  that  therefore  the 
other  person's  interpretations  do  not  coincide  with  what  he  really  said. 
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Another  way  to  deny  that  something  is  said  is  to  immediately  quahfy  a 
statement  with  one  which  contradicts  it.  This  negates  everything  said  as 
irrelevant  nonsense  that  is  therefore  not  a  comment  on  the  relationship. 
Or  a  person  may  make  up  a  language,  simultaneously  communicating 
and  negating  that  communication  by  the  very  fact  that  the  language  can- 
not be  understood  by  the  other  person.  In  another  variant,  a  person 
can  indicate  that  his  words  are  not  means  of  communication  but  things 
in  themselves.  He  may  make  a  statement  while  discussing  the  spelling  of 
the  words  in  the  statement,  and  so  indicate  that  he  has  not  communi- 
cated a  message  but  has  merely  listed  letters  of  words. 

(c)  To  deny  that  what  he  says  is  addressed  to  the  other  person,  a  per- 
son may  simply  indicate  that  he  is  talking  to  himself.  He  may  also  label 
the  other  person  as  someone  else.  For  example,  he  can  avoid  talking  to 
the  other  person  by  talking  to  the  person's  status  position  rather  than  to 
him  personally.  One  can  be  sarcastic  with  a  salesman  at  the  door  without 
defining  one's  relationship  with  that  person,  if  the  comments  are  about 
salesmen  in  general. 

Or,  if  a  person  wishes  to  go  to  an  extreme,  he  can  say  that  the  friend 
he  is  talking  to  is  not  really  a  friend  but  is  secretly  a  policeman.  Every- 
thing he  says  is  then  labeled  as  a  statement  to  a  policeman  and  therefore 
cannot  define  his  relationship  with  his  friend. 

(d)  To  deny  that  what  he  says  is  said  in  this  situation,  a  person  can 
label  his  statements  as  referring  to  some  other  time  or  place.  He  can  say, 
"I  used  to  be  treated  badly  and  I'll  probably  be  treated  badly  in  the  fu- 
ture," and  these  temporal  qualifications  deny  his  implication  that  he  is 
treated  badly  at  the  present  moment.  Similarly,  he  can  say,  "A  person  I 
used  to  know  did  such  and  such,"  and  by  making  it  a  past  relationship  he 
denies  that  his  statement  is  a  comment  on  the  present  relationship. 

To  negate  a  situational  statement  about  his  relationship  most  eflFec- 
tively,  he  can  qualify  it  with  the  statement  that  the  place  is  some  other 
place.  He  may  label  a  psychiatrist's  office  as  a  prison  and  thereby  deny 
that  his  statements  are  about  his  relationship  with  the  psychiatrist. 

In  summary,  these  are  ways  of  avoiding  a  definition  of  the  relationship: 
When  everything  a  person  says  to  another  person  defines  the  relation- 
ship with  that  person,  he  can  avoid  indicating  what  kind  of  relationshij 
he  is  in  only  by  denying  that  he  is  speaking,  denying  that  anything  is' 
said,  denying  that  it  is  said  to  the  other  person,  or  denying  that  the  inter- 
change is  occurring  in  this  "place  at  this  time. 

INTERPERSONAL  RELATIONSHIPS  WITH  SCHIZOPHRENICS 

It  seems  apparent  that  the  list  of  ways  to  avoid  defining  a  relationship 
is  a  list  of  schizophrenic  symptoms.  A  psychiatrist  makes  a  classical 
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diagnosis  of  schizophrenia  when  he  observes  the  most  obvious  manifes- 
tation of  schizophrenia,  an  incongruity  between  what  the  patient  com- 
municates and  the  messages  which  qualify  that  communication.  His 
movements  negate  or  deny  what  he  says,  and  his  words  negate  or  deny 
the  context  in  which  he  speaks.  The  incongruities  may  be  crude  and 
obvious,  Hke  the  remark,  "My  head  was  bashed  in  last  night,"  made  by  a 
patient  whose  head  is  in  good  shape;  or  they  may  be  subtle,  like  a  slight 
smile  or  odd  tone  of  voice.  If  the  patient  denies  that  he  is  speaking,  either 
by  referring  to  himself  in  the  third  person  or  calling  himself  by  another 
name,  the  psychiatrist  notes  that  he  is  su£Fering  from  a  loss  of  identity. 
If  the  person  indicates  that  "voices"  are  saying  these  things,  he  is  de- 
scribed as  hallucinating.  If  the  patient  denies  that  his  message  is  a  mes- 
sage, perhaps  by  busily  spelling  out  his  words,  the  psychiatrist  considers 
him  delusional  or  perhaps  "concretistic."  If  the  patient  denies  his  presence 
in  the  hospital  by  saying  that  he  is  in  a  castle  or  a  prison,  the  psychiatrist 
notes  that  he  is  delusional  or  withdrawn  from  reality.  When  the  patient 
makes  a  statement  in  an  incongruent  tone  of  voice,  he  is  manifesting  in- 
appropriate aflPect.  If  he  responds  to  the  psychiatrist's  behavior  with 
messages  which  qualify  that  behavior  incongruently,  he  is  autistic.  (This 
description  deals  with  the  behavior  of  the  schizophrenic  and  not  with 
his  subjective  experiences,  which,  of  course,  may  be  terrifying. ) 

The  classic  psychiatric  symptoms  of  schizophrenia  can  be  described 
interactionally  as  indicating  a  pathology  centering  around  a  disjunction 
between  the  person's  messages  and  the  qualifications  of  those  messages. 
When  a  person  manifests  such  a  disjunction  so  that  what  he  says  is  sys- 
tematically negated  by  the  ways  he  qualifies  what  he  says,  he  is  avoid- 
ing defining  his  relationship  with  other  people.  The  various  and  seem- 
ingly unconnected  and  bizarre  symptoms  of  schizophrenia  can  be  seen 
to  have  a  central  and  rather  simple  nucleus.  If  one  is  determined  to  avoid 
definining  his  relationship,  or  to  avoid  indicating  what  kind  of  behavior 
is  to  take  place  in  a  relationship,  he  can  do  so  only  by  behaving  in  those 
ways  which  are  describable  as  symptoms  of  schizophrenia. 

It  was  suggested  earlier  that  nonschizophrenics  may  at  times  also 
avoid  defining  their  relationships  with  others.  Someone  may  deny  he  is 
doing  something  by  qualifying  his  activity  with  the  statement  that  a 
somatic  influence  or  liquor  is  doing  it  and  not  him.  These  are  patterns 
of  other  psychopathologies,  and  partial  ways  of  avoiding  defining  a  par- 
ticular relationship  at  a  particular  time.  At  best  they  tend  to  be  temporary, 
since  headaches  ease  up  and  liquor  wears  o£F.  If  a  person  is  more  de- 
termined to  avoid  defining  his  relationship  with  anyone  at  any  time,  and 
if  anything  he  says  or  does  defines  his  relationship,  then  he  must  behave 
like  a  schizophrenic  and  fully  and  completely  deny  what  he  is  saying  or 
doing  in  his  interaction  with  others.  DifiFerent  types  of  schizophrenics 
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could  be  classified  in  terms  of  different  patterns,  and  some  of  their  pat- 
terns are  observable  in  normal  people.  The  differences  from  the  normal 
subject  lie  in  the  consistency  of  the  schizophrenic's  behavior  and  the 
extremes  to  which  he  goes.  He  will  not  only  deny  that  he  is  saying  some- 
thing, but  he  will  also  deny  it  in  such  a  way  that  his  denial  is  denied. 
He  does  not  merely  use  a  name  other  than  his  own,  he  uses  one  which 
is  clearly  not  his,  such  as  Stalin,  or  in  some  other  way  negates  his  denial. 
Whereas  more  normal  people  will  congruently  negate  something  they 
say,  the  schizophrenic  manifests  incongruence  even  at  this  level. 

To  illustrate  schizophrenic  behavior  let  me  cite  a  common  occurrence. 
When  a  normal  person  takes  out  a  cigarette  and  does  not  have  a  match 
he  usually  says  to  another  person  present,  "May  I  have  a  hght?"  When 
he  does  this,  he  is  qualifying  a  message  concerning  his  unlighted  cig- 
arette with  a  congruent  message  about  the  need  for  a  match,  and  he  is 
defining  his  relationship  with  the  other  person  by  asking  for  a  light.  He  is 
indicating,  "This  is  the  sort  of  relationship  where  I  may  request  some- 
thing." Under  the  same  circumstances,  a  schizophrenic  might  take  out  a 
cigarette,  look  in  his  pockets  for  a  match,  and  then  hold  the  cigarette 
up  in  the  air  and  stare  at  it  silently.  The  person  with  the  schizophrenic 
is  faced  with  a  rather  peculiar  sequence  of  communication.  He  is  being 
appealed  to  for  a  match,  and  yet  he  is  not.  By  merely  staring  at  the  cig- 
arette, the  schizophrenic  is  qualifying  his  message  about  an  unlighted 
cigarette  with  an  incongruent  message.  He  is  indicating  that  it  is  some- 
thing to  be  stared  at,  not  something  to  be  lit.  If  he  held  up  the  cigarette 
"as  if"  it  should  be  lit,  he  would  be  impHcitly  asking  for  a  light  and 
thereby  defining  his  relationship  with  the  other  person.  He  can  avoid  in- 
dicating what  type  of  behavior  is  to  take  place,  and  therefore  what  kind 
of  relationship  he  is  in,  only  by  looking  at  the  cigarette  in  a  detached 
way.  A  more  obvious  example  is  the  behavior  of  a  schizophrenic  in  a 
room  with  a  stranger.  He  may  not  speak  to  the  stranger,  but  since  not 
speaking  to  him  indicates  what  kind  of  relationship  it  is,  the  schizo- 
phrenic is  likely  to  appear  excessively  preoccupied  with  something  in 
die  room,  or  with  his  thoughts.  In  this  way  he  denies  that  he  is  defining 
his  relationship  with  the  other  person  by  the  way  in  which  he  qualifies 
his  behavior. 

By  quahfying  his  messages  to  other  people  incongruently,  the  schizo- 
phrenic avoids  indicating  what  behavior  is  to  take  place  in  his  relation- 
ships and  thereby  avoids  defining  his  relationships.  The  current  trend  in 
psychotherapy  for  schizophrenics  takes  into  account  this  interpersonal 
behavior.  The  experienced  therapist  tends  to  take  the  schizophrenic's 
statements  as  statements  about  the  relationship,  and  to  ignore  the  denials 
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of  this.  If  the  patient  begins  to  talk  in  an  odd  language,  such  a  therapist 
is  less  likely  to  interpret  the  symbolic  content  of  that  language  and  more 
hkely  to  say  something  like,  "I  wonder  why  you're  trying  to  confuse 
me,"  or,  "Why  do  you  speak  to  me  in  this  way?" 

ANALYSIS  OF  A  SCHIZOPHRENIC  CONVERSATION 

To  illustrate  how  the  foregoing  description  of  interpersonal  relation- 
ships apphes  to  schizophrenics,  a  recorded  conversation  between  two 
young  men  will  be  presented  here  and  subsequently  analyzed.  The  num- 
bers in  brackets  will  be  used  in  the  analysis  following  the  conversation 
to  identify  the  passages  analyzed.  This  conversation  between  two  hos- 
pitaHzed  schizophrenics  took  place  when  the  men  were  left  alone  in  ad- 
joining oflBces  where  they  could  see  each  other  through  a  connecting  door. 
The  men  were  presumably  talking  together  for  the  first  time,  although 
they  may  have  seen  each  other  previously  when  entering  the  same 
building. 


Jones  (    1 ) : 

Smith  (2); 

Jones  (   3): 

Smith  (4); 


Jones 

(  5) 

Smith 

(  6) 

Jones: 

Smith 

(  7) 

Jones 

(  8) 

Smith 

(  9) 

Jones 

(10) 

Smith 

(11) 

Jones 

(12) 

Smith 

(13) 

Jones 

(14) 

Smith 

(15) 

Jones 

(16) 

(Laughs  loudly,  then  pauses.)   I'm  McDougal,  myself.   (This  ac- 
tually is  not  his  name. ) 

What  do  you  do  for  a  living,  little  fellow?  Work  on  a  ranch  or 
something? 

No,  I'm  a  civilian  seaman.  Supposed  to  be  high  mucka-muck  so- 
ciety. 

A  singing  recording  machine,  huh?  I  guess  a  recording  machine 
sings  sometimes.  If  they're  adjusted  right.  Mm-hm.  I  thought  that 
was  it.  My  towel,  mm-hm.  We'U  be  going  back  to  sea  in  about— 
eight  or  nine  months  though.  Soon  as  we  get  our— destroyed  parts 
repaired.  (Pause.) 
I've  got  lovesickness,  secret  love. 
Secret  love,  huh?  ( Laughs. ) 
Yea. 

I  ain't  got  any  secret  love. 

I  fell  in  love,  but  I  don't  feed  any  woo— that  sits  over— looks  some- 
thing Like  me— walking  around  over  there. 

My,  oh,  my  only  one,  my  only  love  is  the  shark.  Keep  out  of  the 
way  of  him. 

Don't  they  know  I  have  a  life  to  live?  ( Long  pause. ) 
Do  you  work  at  the  air  base?  Hm? 

You  know  what  I  think  of  work,  I'm  33  in  June,  do  you  mind? 
June? 

Thirty-three  years  old  in  June.  This  stuff  goes  out  the  window  after 
I  hve  this,  uh— leave  this  hospital.  So  I  lay  off  cigarettes.  I'm  a 
spatial  condition,  from  outer  space  myself,  no  shit. 
( Laughs. )  I'm  a  real  space  ship  from  across. 

A  lot  of  people  talk,  uh— that  way,  like  crazy,  but  Believe  It  or  Not 
by  Ripley,  take  it  or  leave  it— alone— it's  in  the  Examiner,  it's  in  the 
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(21): 

Smith 
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(23): 
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comic  section.  Believe  It  or  Not  by  Ripley,  Robert  E.  Ripley,  Be- 
lieve It  or  Not,  but  we  don't  have  to  believe  anything,  unless  I  feel 
like  it.  ( Pause. )  Every  Uttle  rosette— too  much  alone.  ( Pause. ) 
Smith    ( 17 ) :     Yeah,  it  could  be  possible.   ( Phrase  inaudible  because  of  airplane 
noise. ) 

I'm  a  civilian  seaman. 

Could  be  possible.  ( Sighs. )  I  take  my  bath  in  the  ocean. 
Bathing  stinks.  You  know  why?  Cause  you  can't  quit  when  you  feel 
like  it.  You're  in  the  service. 

I  can  quit  whenever  I  feel  like  quitting.  I  can  get  out  when  I  feel 
like  getting  out. 

( Talking  at  the  same  time. )  Take  me,  I'm  a  civilian,  I  can  quit. 
Civilian? 
Go  my— my  way. 

I  guess  we  have,  in  port,  civilian.  ( Long  pause. ) 
What  do  they  want  with  us? 
Hm? 

What  do  they  want  with  you  and  me? 

What  do  they  want  with  you  and  me?  How  do  I  know  what  they 
want  with  you?  I  know  what  they  want  with  me.  I  broke  the  law,  so 
I  have  to  pay  for  it.  ( Silence. ) 

As  Smith  and  Jones  communicate  and  thereby  inevitably  maneuver  to 
define  their  relationship,  they  obviously  and  consistently  qualify  their 
statements  with  negations.  On  the  recording  from  which  this  transcript 
was  taken,  the  quaHfying  inflections  of  voice  make  the  incongruencies 
even  more  apparent. 

The  following  brief  examination  of  the  verbal  aspects  of  the  conversa- 
tion will  indicate  the  ways  that  each  of  the  two  schizophrenics  denies 
that  he  is  defining  a  relationship :  denial  that  he  is  communicating,  denial 
that  something  is  communicated,  denial  that  it  is  communicated  to  the 
other  person,  or  denial  of  the  context  in  which  it  is  communicated. 

Jones  (1).  The  conversation  begins  when  Jones  gives  a  pecuharly 
loud  and  abrupt  laugh  followed  by  a  pause.  He  then  introduces  himself 
in  a  friendly  manner,  but  uses  an  alias,  negating  his  move  toward  in- 
timacy by  the  quaHfying  statement  that  he,  Jones,  is  not  making  such  a 
move. 

Smith  (2).  Smith  rephes  with  a  friendly  inquiry  about  the  other  per- 
son, but  calls  him  a  little  fellow,  qualifying  his  overture  with  an  un- 
friendly comment  on  the  other's  size.  (Jones  is  actually  a  little  fellow 
who  indicates  that  he  is  not  too  happy  about  this  by  speaking  in  an 
artificially  deep  bass  voice.)  Smith  also  poses  the  friendly  question  of 
whether  Jones  works  "on  a  ranch  or  something,"  when  it  is  obvious  that 
Jones  is  a  patient  in  a  mental  hospital  and  incapable  of  making  a  hving; 
thus  he  denies  that  he  is  replying  to  Jones,  a  hospital  patient. 

Jones  (3).  Jones  denies  that  he  is  a  patient  by  calling  himself  a  civilian 
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seaman,  and  then  denies  this  by  qualifying  it  with  a  statement  that  he 
is  supposed  to  be  high  mucka-muck  society.  He  has  set  up  a  situation  in 
which  no  matter  what  he,  Jones,  says,  it  cannot  be  about  his  relationship 
with  Smith  because  he  is  not  speaking. 

Smith  (4).  Smith  mentions  the  recording  machine  (which  is  in  the 
room  but  out  of  Jones'  sight)  and  says  that  a  recording  machine  can 
"sing,"  or  inform.  But  this  friendly  warning,  which  would  define  their 
relationship  as  a  sharing  one,  is  qualified  by  a  negation  of  it:  he  muses 
about  the  recording  machine  as  if  he  were  talking  to  himself  and  not  the 
other  person.  He  also  denies  that  he  is  giving  a  warning  by  qualifying 
his  statement  with  a  quite  incongruent  one  mentioning  a  towel.  He 
next  makes  a  possible  statement  about  their  relationship  by  saying, 
"We'll  be  going  back  to  sea,"  but  since  they  are  not  seamen  the  statement 
negates  itself. 

Jones  ( 5 ) .  After  a  pause,  Jones  says  he  has  love-sickness,  a  secret  love. 
This  is  perhaps  a  comment  on  Smith's  sharing  statement  about  being 
seamen,  yet  he  denies,  or  leaves  ambiguous,  the  possibility  that  he  is 
talking  about  Smith. 

Smith  (6  and  7).  Smith  apparently  accepts  this  as  a  possible'statement 
about  their  relationship  since  he  laughs  uncomfortably  and  says  he 
doesn't  have  a  secret  love. 

Jones  (8).  Jones  then  points  that  he  isn't  talking  about  himself 
or  Smith  but  about  someone  who  looks  like  himself  walking  around  over 
there.  Since  no  one  is  walking  around  over  there  he  qualifies  his  previous 
statement  about  love  with  a  denial  that  he  or  Smith  was  the  one  talked 
about. 

Smith  (9).  Smith  points  out  that  his  love  is  the  shark  and  it's  best 
to  keep  out  of  the  way  of  him.  He  denies  that  he  is  defining  his  relation- 
ship with  Jones  by  making  it  himself  and  a  shark  that  is  talked  about. 

Jones  (10).  Jones  subsides  with  a  statement  about  being  picked  on  or 
rejected,  but  he  denies  that  he  is  referring  to  Smith  by  saying,  "Don't 
they  know  I  have  a  life  to  live?" 

Smith  (11).  After  another  pause.  Smith  makes  a  friendly  overture  but 
negates  it  as  a  statement  about  their  relationship  with  an  incongruence 
about  the  place.  He  calls  the  hospital  an  air  base. 

Jones  (12).  Jones  replies  rather  aggressively  with  a  statement  about 
his  age,  thereby  denying  his  patient  status  by  making  his  age  the  reason 
for  his  inability  to  work— as  if  he  were  saying,  "It's  not  me,  it's  my 
age."  However,  he  counters  this  denial  by  a  statement  contradicting  it 
when  he  states  his  age  as  33.  If  he  had  said,  "I  am  eighty-six,"  he  would 
have  been  congruently  stating  age  as  a  reason  for  not  working.  Thus  he 
denies  his  denial.  The  incongruence  of  this  third  level  of  schizophrenic 
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communication  is  one  of  the  basic  di£Ferences  between  the  schizophrenic 
and  the  normal  subject.  Aknost  every  statement  in  this  recording  consists 
not  only  of  denials  but  of  negations  of  those  denials.  When  Jones  intro- 
duces himself  as  "McDougal,"  he  does  so  in  a  tone  of  voice  which  seems 
to  indicate  his  name  is  not  really  McDougal.  An  examination  of  this 
third  level  probably  requires  kinesic  and  linguistic  analysis  and  is  merely 
mentioned  here. 

Smith  (13).  Smith  chooses  from  his  statement  the  least  relevant  part, 
the  fact  that  in  June  the  man  will  be  33.  How  difiFerent  such  a  reply  is 
from  a  possible  one  quahfying  Jones'  statement,  "Do  you  mind?"  Rather 
than  acknowledge  "Do  you  mind?"  as  a  statement  about  what  kind  of 
behavior  is  to  take  place  in  the  relationship,  and  perhaps  apologize 
for  bringing  up  work.  Smith  comments  on  tlie  month  of  June.  In  this  way 
he  denies  that  Jones'  "Do  you  mind?"  is  a  statement  defining  the  rela- 
tionship. 

Jones  ( 14 ) .  Jones  makes  a  congruent  statement  about  the  context,  say- 
ing it  is  a  hospital,  but  qualifies  this  with  the  statement  that  all  he  needs 
to  do  is  give  up  cigarettes.  He  promptly  negates  this  statement  that  im- 
plies there  is  nothing  really  wrong  with  him  by  saying  he  is  a  spatial 
condition  from  outer  space. 

Smith  (15).  Smith  joins  him  in  this  with  a  laugh  and  says  he  is  also  a 
space  ship.  Although  they  are  mutually  defining  their  relationship, 
they  are  negating  this  definition  by  the  statement  that  they  are  not  two 
persons  sharing  something  but  two  creatures  from  outer  space.  This  turns 
their  statements  about  the  relationship  into  statements  about  a  fictional 
relationship. 

Jones  (16).  Jones  again  qualifies  the  context  congruently  by  mention- 
ing talking  'like  crazy,"  but  he  immediately  qualifies  this  with  a  series 
of  statements  incongruent  with  it  and  with  each  other  as  he  talks  about 
Ripley,  and  the  comic  section,  and  ends  up  saying  "too  much  alone." 

Smith  (17  and  18).  Smith  responds  to  these  statements  by  talking  to 
himself  and  not  the  other  person. 

Jones  (19).  When  Smith  mentions  bathing,  Jones  joins  his  monologue 
and  once  again  makes  a  comment  that  has  implications  about  sharing 
their  situation.  This  is  negated  by  his  qualifying  it  with  a  statement  that 
they  are  in  the  service. 

Smith  (20).  Smith  joins  him  in  a  denial  that  this  is  a  hospital  by  call- 
ing the  place  a  port. 

Jones  (21  and  22).  After  a  pause,  Jones  makes  a  direct,  congruent 
statement  defining  their  relationship,  "What  do  they  want  with  us?," 
and  he  even  repeats  this  when  it  is  queried  by  Smith.  This  statement  and 
the  way  it  is  qualified  are  congruent  and  in  this  sense  it  is  a  sane  state- 
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ment.  He  maneuvers  to  define  the  relationship  without  denying  that  he  is 
doing  so. 

Smith  ( 23 ) .  Smith  rejects  this  maneuver.  He  first  says,  "How  do  I  know 
what  they  want  with  you?  I  know  what  they  want  with  me."  This  state- 
ment is  congruent  with  what  Jones  has  said  and  defines  his  relationship 
with  Jones  even  though  he  is  rejecting  Jones.  In  this  sense  it  is  a  sane 
reply.  However,  Smith  then  qualifies  his  congruent  statement  with  a 
thorough  negation  of  it.  By  saying,  "I  broke  the  law,  so  I  have  to  pay 
for  it,"  he  denies  the  place  is  a  hospital,  denies  that  he  is  talking  about 
himself,  since  he  has  not  broken  the  law,  and  denies  that  he  and  Jones 
are  patients  by  making  the  place  a  prison.  With  one  message  he  avoids 
defining  his  relationship  with  Jones  and  discards  the  attempt  of  Jones 
to  work  toward  a  mutual  definition  of  their  relationship.  This  denial 
ends  the  conversation  and  the  relationship. 

This  brief  analysis  deals  with  only  half  the  interaction  between  Smith 
and  Jones.  The  ways  in  which  they  respond  to  the  other  persons  state- 
ments have  not  been  completely  discussed.  However,  it  seems  apparent 
that  they  qualify  each  other's  statements  with  messages  which  deny 
they  are  from  that  person,  deny  they  are  messages,  deny  they  are  ad- 
dressed to  the  receiver,  and  deny  the  context  in  which  they  take  place. 
The  schizophrenic  not  only  avoids  defining  his  relationship  with  another 
person,  he  also  can  be  exasperatingly  skillful  at  preventing  another  per- 
son from  defining  his  relationship  with  him.  It  is  such  responses  which 
give  one  the  feeling  of  not  being  able  to  "reach"  a  schizophrenic. 

What  makes  it  "obvious"  that  these  two  men  behave  differently  from 
other  men  is  the  extreme  incongruence  between  what  they  say  and  the 
ways  they  qualify  what  they  say.  Two  normal  men  meeting  for  the  first 
time  would  presumably  introduce  themselves  and  make  some  inquiry 
into  each  other's  background  as  a  way  of  seeldng  out  some  common 
interest.  If  the  context  was  at  all  appropriate,  they  would  work  toward 
defining  their  relationship  more  clearly  with  each  other.  Should  one 
say  something  that  seemed  out  of  place,  the  other  would  probably  query 
it.  They  would  not  only  be  able  to  qualify  what  they  said  congruently, 
but  they  would  be  able  to  talk  about  their  communications  to  clarify 
the  relationship.  Disagreements  would  tend  to  reach  a  resolution.  How- 
ever, when  one  of  the  participants  in  a  conversation  is  determined  to  deny 
that  what  he  says  has  anything  to  do  with  the  relationship  being  worked 
out,  then  inevitably  the  conversation  will  have  the  disjunctive  quality  of 
schizophrenic  communication. 

If  one  should  ascribe  any  goal  or  purpose  to  human  relations,  it  would 
appear  to  be  a  highly  abstract  one.  The  wife  who  maneuvers  to  get  her 
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husband  to  do  a  certain  act  does  not  merely  have  as  her  end  point  his 
acquiescence  in  this  act.  Her  larger  goals  seem  to  be  related  to  an  attempt 
to  work  out  a  definition  of  what  kind  of  relationship  they  have  with  each 
other.  Whereas  more  normal  people  work  toward  a  mutual  definition 
of  a  relationship  and  maneuver  each  other  toward  that  end,  the  schizo- 
phrenic seems  rather  to  desperately  avoid  that  goal  and  work  toward 
the  avoidance  of  any  definition  of  his  relationship  with  another  person. 
It  would  logically  follow  that  psychotherapy  with  such  a  person  must  be 
of  such  a  nature  that  the  schizophrenic  is  required  to  concede  that  what 
he  does  is  in  relation  to  another  person. 

THE  CONTEXT  OF  PSYCHOTHERAPY 

Although  ambulatory  schizophrenics  may  occasionally  be  treated  in 
private  offices,  the  traditional  context  for  treatment  is  an  institution  where 
the  patient's  entire  life  is  circumscribed  by  the  people  in  authority  over 
him.2^*  What  the  patient  eats,  what  clothes  he  is  to  wear,  when  and 
where  he  is  to  sleep,  and  what  he  is  to  do  are  in  the  hands  of  a  super- 
visory staff.  Within  this  context  of  total  authority,  a  therapist  attempts  to 
change  the  patient  by  individual  conversation  with  him.  It  is  important 
to  emphasize  the  context  because  it  frames  whatever  is  said  between  the 
two  people.  A  quite  different  situation  occurs  with  neurotic  patients 
where  the  therapist  has  little  or  no  actual  control  of  the  patient's  life. 
Of  course,  therapists  in  many  total  institutions  do  not  have  total  power 
because  of  administrative  needs  or  conflicts  among  the  staff,  but  from 
the  patient's  point  of  view  the  therapist  is  part  of  the  staff  hierarchy  and 
so  controls  what  is  to  be  done  with  him.  How  different  it  is  for  a  therapist 
to  be  permissive  when  he  has  power  over  the  activities  of  a  patient  and 
when  he  has  no  more  power  than  the  patient  is  willing  to  grant  him. 
Similarly,  if  the  therapist  insists  the  patient  do  something  when  he  can 
back  up  his  request  by  physical  force,  the  message  is  a  rather  different 
type  than  when  he  cannot,  even  though  that  force  might  actually  never 
be  used. 

Besides  an  authoritarian  setting,  tlie  therapist  of  the  schizophrenic 
works  within  a  context  where  the  control  over  the  patient  is  said  to  be  for 
his  own  good  because  he  is  within  the  institutional  setting  for  help  and 
treatment.  This  benevolent  frame  also  effects  whatever  the  therapist 
might  do  individually  with  the  patient.  If  a  therapist  is  harsh  with  a  pa- 
tient within  a  framework  of  benevolent  help,  his  harshness  is  of  a  differ- 
ent kind  than  if  it  took  place  in  a  setting  which  was  designed  to  mistreat 
people. 
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An  equally  important  part  of  the  context  is  the  "involuntary"  nature  of 
the  relationship.  When  a  patient  volunteers  to  be  treated,  as  in  other 
forms  of  psychotherapy,  he  accepts  a  certain  kind  of  relationship  by  that 
act.  The  therapist  of  the  schizophrenic  must  typically  force  himself  upon 
the  patient  and  impose  a  relationship  on  someone  who  has  not  sought 
his  company. 


AN  AUTHORITARIAN  APPROACH 

The  first  example  of  a  therapeutic  interchange  ofiFered  here  is  typical 
of  one  type  of  treatment  of  schizophrenics.  It  takes  place  in  a  benevolent 
context  where  the  therapist  maintains  the  patient  in  a  private  home  with 
a  staff  in  total  charge  of  the  patient's  living  conditions.  This  particular 
paranoid  schizophrenic  had  previously  escaped,  was  placed  in  a  state 
hospital,  and  had  just  been  brought  back  against  his  will  prior  to  this  in- 
terview. The  session  takes  place  in  the  Hving  room  of  the  home  in  the 
presence  of  several  assistants  and  visitors.  The  patient's  mother  is  pres- 
ent in  the  kitchen,  within  hearing  distance,  although  it  is  unusual  for  a 
relative  to  be  present  during  this  therapist's  treatment.  This  is  an  excerpt 
from  a  tape  recording  of  the  interview:*^ 

Therapist:    Do  you  think  you're  going  to  get  well  this  time,  or  is  it  going  to  be  an- 
other business  of  going  ofF  to  the  insane  asylum? 

Patient:        Well,  I  started  off  from  there,  and  uh— when  I  figure  out  how  I— 
where's  my  mother? 

Assistant:      She's  in  the  kitchen. 

Therapist:    She's  here.  I— I  will  send  her  out— and  she  has  to  do  what  I  say. 

Patient:        No,  no,  you  got  to  do  what  she  says,  I  .  .  . 

Therapist:    Don't  you  know  who  God  is  around  here? 

Patient:        I  am  God.  ( Laughter  in  background) 

Therapist:    You! 

Patient:        Yes. 

Therapist:    You  crazy  dope  (laughs).  Kneel  in  front  of  me! 

Patient:        No,  you  kneel  in  front  of  me. 

Therapist:    Boys,  show  him  who's  God. 

(The  assistants  struggle  with  the  patient,  forcing  him  to  his  knees 
in  front  of  the  therapist ) 

Patient:        Now  Listen  .  .  . 

Therapist:    Kneel  in  front  of  me! 

Patient:        You're  not  supposed  to  use  force  against  me. 

Therapist:    Don't  be  siUy.  I'm  the  boss. 

Assistant:      Now  he's  on  his  knees. 

Therapist:    Now what  are  you  doing? 

Patient:        Hey,  mother! 

Therapist:    What  are  you  doing  to  God? 

Patient:        Hey  mother! 
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Therapist: 

Patient: 

Therapist: 

Patient: 

Therapist: 

Patient: 

Therapist: 

Patient: 

Therapist: 

Patient: 

Therapist: 

Patient: 


Therapist: 

Assistant: 
Patient: 

Therapist: 
Assistant: 

Therapist: 

Patient: 

Therapist: 

Patient: 

Therapist: 

Patient: 

Therapist: 

Patient: 

Therapist: 

Patient: 

Assistant: 
Therapist: 


Let  him  up,  boys. 

( As  he  rises )  There  are  conditions  under  .  .  . 

Who's  boss  here ? 

You  do  what  I  say  and  we  can  make  conditions  for  dealing  .  .  . 
That's  right,  there's  no  conditions. 

I  am  the  creator  and  if  you  don't  do  what  I  say  then  uh— what  can 
we .  .  . 

Who  kneeled  in  front  of  whom? 
Uh— I  wiU  destroy  you. 
You  can't  destroy  me  because  I'm  God. 
No,  I  am  God. 
No,  I  am  God. 

Well,  I  happen  to  be  a  better  thinker  and  more— more  of  a  leader  than 
you  of  human  beings  and  I  think  what  I  am  and  I  realize  I'm  God, 
and  I  see  what  you  are  and  uh— 

Show  him  again,  boys,  there's  no  use  arguing  with  a  crazy  man. 
Kneel  to  God. 
Look  uh—( calling)  mother! 

( Confusion  of  struggle  as  they  force  him  to  his  knees ) 
Make  it  easy,  make  it  easy. 

Why  does  God  have  to  cry  for  mother?  (more  noise  and  confusion) 
Why  does  God  have  to  cry  for  mother? 

That's  true,  I  didn't  think  of  that  even.  That's  true  what  he  says. 
Look,  you're  not  supposed  to  use  force  against  me. 
I'm  boss  here. 

You're  not  supposed  to  use  force— you're  not  boss  here. 
Who's  God? 
I  am  God. 

Well,  why  don't  you  get  up  then? 
Well,  I'U  push  them  away— tell  them  to  get  away. 
AU  right  boys,  get  away. 

Tliat  was  a  mistake,  I  should  have  pushed  them  then,    (the  patient 
laughs  and  everyone  laughs )  I  should  have  obliterated  them. 
(Laughing)  Obliterate,  yeah. 

Obliterate,  that's  it.  (pause)  You're  absolutely  helpless.  (The  inter- 
view continues ) 


The  subtle  aspects  of  this  type  of  interchange  will  be  largely  ignored 
in  this  report  and  only  gross  formal  themes  will  be  emphasized.  The  most 
obvious  theme  between  the  two  men  centers  on  who  is  in  charge.  Whether 
the  question  is  phrased  in  terms  of  who  is  God  or  who  is  the  boss,  the 
apparent  issue  is  which  man  is  to  govern  the  behavior  of  the  other 
and  so  set  the  conditions  for  what  kind  of  relationship  they  will  have 
together.  The  therapist  chooses  to  force  this  issue,  apparently  assum- 
ing it  is  a  crucial  one.  The  patient  responds  as  if  he  too  considers  it  of 
vital  importance.  When  the  therapist  says,  "Kneel  in  front  of  mel"  the 
patient  replies,  "No,  you  kneel  in  front  of  me."  When  the  patient  says 
he  is  God,  the  therapist  says  he  is  God.  This  kind  of  one-up-manship 
struggle  takes  place  between  them  with  the  patient  attempting  to  win 
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despite  his  obvious  disadvantage.  The  patient  has  only  his  wits,  while 
the  therapist  has  on  his  side  not  only  medical  authority  but  the  patient's 
mother,  a  number  of  strong  assistants,  and  about  40  pounds. 

The  simple  way  for  the  patient  to  win  in  such  an  interchange  would 
be  to  say,  "All  right,  if  you  want  to  be  the  boss,  I  will  let  you."  By  giv- 
ing permission  to  the  therapist  to  take  charge,  he  himself  would  be  in 
charge.  Such  a  maneuver  would  incapacitate  the  therapist  in  this  type  of 
struggle.  However,  such  a  maneuver  is  not  part  of  a  schizophrenic's 
repertoire.  To  either  take  charge  himself,  or  to  acknowledge  that  the 
therapist  is  in  charge,  would  require  the  patient  conceding  a  relation- 
sliip  with  the  therapist.  Instead,  the  patient  rigidly  insists  that  he  is  God 
(and  therefore  he  is  not  relating  to  the  therapist)  and  that  the  therapist 
must  do  what  God  says. 

DEFINING  A  TYPE  OF  RELATIONSHIP 

A  basic  characteristic  of  the  schizophrenic,  either  chronic  or  in  an  acute 
episode,  is  his  unwilHngness  to  follow  directions  and  do  what  he  is  told. 
However,  he  does  not  refuse  to  follow  directions.  The  schizophrenic 
does  not  say,  "No,  I  won't,"  to  a  request  any  more  often  than  he  says, 
"Yes,  I  will."  When  he  is  told  to  do  something,  the  schizophrenic  typi- 
cally does  not  do  it  but  does  not  take  responsibility  for  refusing.  He  may 
indicate  that  he  did  not  hear  what  he  was  told,  or  that  he  is  too  pre- 
occupied with  his  thoughts  or  "voices"  to  do  it,  or  that  he  is  helpless 
and  unable  to  move,  or  that  he  misunderstands  because  of  delusory 
thoughts  about  the  situation,  or  that  he  is  too  suspicious  or  too  excited 
to  do  it,  or  he  may  ofiFer  an  argument  in  the  form  of  some  fantastically 
implausible  reason  for  not  doing  it. 

When  a  scliizophrenic  actually  does  what  he  is  told,  it  is  usually  when 
suflScient  force  is  threatened  so  that  he  must,  and  then  he  will  do  it  in 
his  own  time  and  in  his  own  way.  The  doing  of  it  even  then  may  be  la- 
beled as  accidental,  e.g.,  when  a  schizophrenic  is  required  to  go  some- 
where with  an  aide  and  walks  a  desultory  route,  just  "happening"  to 
continue  in  the  company  of  the  aid.  However,  there  are  some  schizo- 
phrenics who  achieve  a  similar  end  by  doing  exactly  what  they  are 
told.  Waxy  catalepsy  is  an  example  of  this  type  of  behavior;  in  milder 
form  it  was  followed  by  rebelHous  soldiers  in  the  army  who  followed 
orders  so  precisely  that  they  caused  confusion  to  their  superiors.  A  per- 
tinent example  was  a  mute  patient  who  was  told  to  leave  the  ward  and 
take  a  walk  on  the  hospital  grounds.  It  was  necessary  to  push  him  out 
the  door,  and  he  walked  straight  ahead  into  a  tree  and  stood  there  with 
his  face  against  it,  thus  exasperating  his  helpful  doctor. 

It  is  not  the  existence  of  delusions  or  hallucinations  which  cause  a  pa- 
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tient  to  be  hospitalized;  a  person  can  have  those  and  still  make  his  liv- 
ing in  society.  The  schizophrenic  is  placed  in  a  hospital  in  those  periods 
when  he  cannot  maintain  the  most  ordinary  types  of  relationships.  One 
ordinary  relationship  he  will  not  form  is  that  type  where  one  person 
tells  another  what  to  do  and  he  does  it. 

Even  though  a  person  would  not  do  what  he  was  told,  he  might  still 
survive  as  a  social  being  if  he  could  tell  others  what  to  do.  However,  if 
the  schizophrenic  is  placed  in  charge,  he  rapidly  arranges  that  he  not  be 
in  charge.  He  does  not  take  necessary  action  when  he  should,  or  he  does 
not  tell  anyone  to  do  what  must  be  done,  or  he  tells  people  to  do  things 
so  fantastic  that  others  are  forced  to  take  charge  of  him.  The  patient  in 
this  interview  insisted  that  he  be  treated  as  God,  which  would  seem 
to  imply  he  would  accept  being  in  charge  of  his  life  and  that  of  others. 
Yet  when  he  was  previously  placed  in  charge  or  himself  he  went  to  the 
police  and  told  them  he  had  been  kidnapped  and  was  God,  thus  forcing 
them  to  lock  him  up  under  supervision. 

A  third  necessary  type  of  relationship  is  that  which  exists  when  two 
people  behave  as  equals  with  each  other.  If  one  tries  to  behave  as  an 
equal  with  a  schizophrenic,  he  soon  makes  it  impossible.  Typically 
when  faced  with  a  competitive  relationship,  the  schizophrenic  will  fail, 
thus  forcing  a  relationship  between  unequals.  If  asked  as  a  peer  to  co- 
operate in  some  joint  endeavor,  he  will  not  hold  up  his  end.  (If  schizo- 
phrenics could  cooperate  as  equals,  they  would  probably  form  gangs 
and  attack  hospital  staffs  as  delinquents  and  criminals  do. ) 

It  is  the  various  ways  of  qualifying  what  he  does  which  identifies  the 
schizophrenic  and  also  make  it  so  difficult  to  "reach"  him.  From  this 
point  of  view,  the  goal  o^  psychotherapy  for  the  schizophrenic  could  be 
phrased  in  this  way:  it  is  necessary  to  persuade  or  force  the  patient  to 
respond  in  such  a  way  that  he  is  consistently  indicating  what  kind  of  re- 
lationship he  has  with  the  therapist  instead  of  indicating  that  what  he 
does  is  not  in  response  to  the  therapist. 

With  a  neurotic,  the  therapist  may  attempt  to  bring  about  a  change  in 
the  type  of  relationship  consistently  formed  by  the  patient.  With  the 
schizophrenic,  the  therapist  must  require  him  to  form  any  type  of  rela- 
tionship. 

GAINING  CONTROL  OF  A  RELATIONSHIP 

The  psychotherapy  of  schizophrenics  requires  unique  techniques  be- 
cause of  the  peculiar  unwillingness  of  the  patient  to  indicate  that  what 
he  does  is  in  response  to  another  person.  To  persuade  the  patient  to 
indicate  a  type  of  relationship,  it  would  seem  obvious  that  the  therapist 
must  gain  control,  or  direction,  of  the  patient's  responsive  behavior. 


THE   SCHIZOPHRENIC  103 

Those  methods  of  gaining  control  of  another  person's  behavior  which 
prove  eflFective  with  normal  people  and  neurotics  are  frustrated  by  the 
schizophrenic.  For  example,  one  can  ask  a  person  to  do  something, 
and  if  he  does  it  then  one  has  gained  some  control  of  his  responsive 
behavior.  Such  an  approach  is  not  practical  with  a  schizophrenic  because 
he  will  not  do  what  he  is  asked.  It  is  also  possible  to  gain  control  if  the 
other  person  will  refuse  to  do  what  is  asked.  By  provoking  rebellious 
responses,  one  can  control  what  the  other  person  does.  However,  the 
schizophrenic  does  not  refuse  to  do  what  is  asked,  he  just  does  not  do  it, 
and  so  one  cannot  easily  influence  him  to  rebel. 

It  is  also  possible  to  gain  control  if  a  person  says  he  "cannot"  do  some- 
thing. Typically  neurotics,  and  resistant  hypnotic  subjects,  do  not  do 
what  is  asked  of  them  but  indicate  they  are  unable  to.  The  hysteric 
"cannot"  move  a  paralyzed  Hmb,  the  phobic  "cannot"  enter  a  phobic 
area,  the  resistant  hypnotic  subject  "cannot"  levitate  a  hand  or  have  a 
hallucination.  A  typical  method  of  gaining  control  of  such  a  person  is 
to  ask  him  to  be  unable  to  do  what  he  is  told.  If  he  then  indicates  he  is 
unable  to,  he  is  responding  to  direction.  The  resistant  hypnotic  subject, 
for  example,  is  encouraged  to  resist  the  hypnotist's  directions.  If  he  does 
so,  he  is  following  the  directions  of  the  hypnotist  who  is  thereby  control- 
ling his  behavior.  The  schizophrenic,  however,  will  not  say  he  "cannot" 
do  something.  One  discovers  immediately  how  difiFerent  is  the  schizo- 
phrenic response  if  one  attempts  to  hypnotize  such  a  patient.  The  usual 
techniques  for  dealing  with  resistant  subjects  simply  do  not  work  since 
the  patient  is  Hkely  to  preoccupy  himself  by  responding  to  his  "voices" 
instead  of  the  hypnotist.  If  the  patient  cannot  say  "Yes"  and  cannot  say 
"No"  and  cannot  say  "I  cannot,"  he  must  respond  by  labehng  whatever 
he  does  as  not  related  to  the  other  person. 

THE  FORCED  RELATIONSHIP 

One  way  to  gain  control  of  a  schizophrenic's  behavior  is  to  force  him 
into  a  situation  where  he  cannot  deny  he  is  responding  to  the  thera- 
pist. Essentially  the  patient  must  be  trapped  so  that  he  is  following  direc- 
tions whatever  he  does  and  so  is  participating  in  a  relationship.  The  phys- 
ical assault  by  the  therapist  cited  earHer  requires  the  patient  to  respond 
to  him.  The  patient  may  label  himself  as  God  and  so  indicate  that  he 
is  not  responding,  but  this  contention  is  diflBcult  to  uphold  when  he  is 
on  his  knees.  This  is  a  possible  position  for  a  helpless  patient,  but  not  for 
God.  Not  only  is  he  forced  to  his  knees,  but  his  denials  are  brusquely  dis- 
missed by  the  therapist.  When  the  patient  says  he  is  God,  the  therapist 
says,  "Show  him  again,  boys,  there's  no  use  arguing  with  a  crazy  man." 

The  patient  is  in  a  rather  hopeless  dilemma;  if  he  denies  that  he  is  relat- 
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ing  to  the  therapist  by  labehng  himself  God,  he  must  acknowledge  that 
God  is  subservient  to  the  therapist,  an  untenable  position.  If  he  does 
not  deny  that  he  is  relating  to  the  therapist,  he  is  conceding  that  he  is  re- 
sponding in  a  complementary  relationship  with  the  therapist  and  so  no 
longer  is  behaving  in  a  schizophrenic  way.  Much  of  the  violence  that 
takes  place  in  this  style  of  psychotherapy  centers  on  forcing  the  patient 
to  concede  he  is  responding  directly  to  the  therapist. 

THE  BENEVOLENT  APPROACH 

Although  one  can  force  a  direct  response  from  a  patient  by  physical  as- 
sault, subtle  procedures  may  achieve  the  same  end.  A  quiet  conversation 
can  also  make  a  patient's  denials  ineffective.  Fromm-Reichmann^*  was 
once  treating  a  patient  who  had  a  religious  system  which  included  an  all 
powerful  God.  The  patient  labeled  her  responses  as  occurring  in  relation 
to  this  God  rather  than  other  people.  Instructing  the  patient  to  go  to  her 
God,  Fromm-Reichmann  said,  "Tell  him  that  I  am  a  doctor  and  you  have 
lived  with  him  in  his  kingdom  now  from  seven  to  sixteen— that's  nine 
years— and  he  has  not  helped  you.  So  now  he  must  permit  me  to  try  and 
see  whether  you  and  I  can  do  that  job."  This  patient  is  also  in  a  position 
where  she  must  acknowledge  a  response  to  the  therapist  whatever  she 
does.  If  she  does  not  go  to  the  God  and  tell  him  what  she  is  supposed 
to,  she  is  rebelling  against  Fromm-Reichmann,  as  well  as  rendering 
questionable  the  existence  of  God.  If  she  goes  to  God  and  says  what  she 
was  told,  she  is  not  only  conceding  a  complementary  relationship,  but 
she  is  conceding  that  the  therapist  is  more  powerful  than  God.  If  she 
acknowledges  her  God,  she  must  deny  him.  If  she  denies  Fromm-Reich- 
mann, she  must  acknowledge  her. 

Quiet  directives  may  contain  a  pattern  formally  similar  to  violently 
forcing  a  patient  to  his  knees  and  so  may  the  opposite  extreme  of  vio- 
lence. A  presumably  polar  extreme  would  be  a  therapist  soothingly  nur- 
turing a  catatonic  patient.  Many  therapists  typically  treat  extremely 
withdrawn  schizophrenics  by  a  benevolent  nurturing.  This  technique  is 
succinctly  described  by  Ferreira  who  considers  the  term  "mothering" 
most  appropriate  for  the  interaction.^^  A  few  quotations  from  his  article 
give  the  flavor  of  the  technique.  He  describes  the  treatment  of  two  mute, 
chronic  schizophrenics  and  says  of  the  first  patient: 

Disheveled,  in  a  waxy  immobility,  she  sat  in  a  chair,  aloof,  staring  fixedly  into  space 
while  a  tray  of  food  was  rapidly  getting  cold  on  her  lap.  I  sat  by  her  side  and  gently 
inquired  as  to  why  she  would  not  eat.  She  gave  me  a  slow-motioned  glance  but 
remained  immobile.  I  began  talking  about  her  food,  that  it  would  get  cold  while 
she,  probably  hungry  and  thirsty,  was  afraid  to  touch  it.  I  continued;  that  I  would 
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not  let  her  be  thirsty  or  die,  that  I  would  feed  her  myself.  I  raised  a  glass  of  milk  to 
her  half  open  lips,  and  continued  talking  in  a  soft  and  low  tone  of  voice,  tender 
and  warm  as  if  talking  to  a  baby.  "Come  on  .  .  .  it's  milk  ...  so  good,  so  white,  so 
fresh  .  .  .  gee!  it's  good  milk  .  .  .  it's  my  milk  .  .  .  I'll  give  it  to  you." 

Although  this  "mothering"  approach  seems  rather  diflFerent  from  forc- 
ing a  patient  to  his  knees,  the  therapist  is  insisting  upon  a  comple- 
mentary relationship  by  indicating  that  he  will  take  charge  and  the 
patient  should  follow  his  directions.  He  continues: 

She  looked  at  me  with  a  somewhat  curious  expression,  a  quasi  smile  on  her  immo- 
bile Hps,  a  spark  of  hght  in  her  eyes.  Slowly  she  reached  for  the  glass.  I  com- 
mented: "I  know  you  can  drink  it  by  yourself,"  and  relinquished  the  glass  to 
her.  She  took  a  few  sips,  while  I  kept  remarking  about  the  "freshness"  of  the  milk 
and  the  pleasant  sensation  of  drinking  it.  I  spoon-fed  her  some  food.  She  took 
over  slowly— more  mfUc,  then  more  food.  It  took  her  about  half  an  hour  to  eat 
half  of  her  food  and  drink  a  glass  of  milk.  At  that  point,  her  negativisitic  attitude 
became  more  pronoimced  again,  and,  without  the  least  insistence,  I  left  her  with 
a  smile  and  the  promise  of  returning  the  next  day  to  see  her. 

When  the  therapist  holds  the  glass  to  the  patient's  Hps,  she  is  in  a  situa- 
tion where  it  is  difficult  for  her  not  to  respond  to  him.  If  she  drinks,  she 
is  accepting  the  complementary  relationship.  If  she  turns  away  her  head 
or  clenches  her  teeth,  she  is  rebelHng  against  him  and  so  defining  a 
relationship.  Instead,  the  patient  responds  by  taking  the  glass  herself,  and 
the  therapist  immediately  accepts  this  symmetrical  maneuver.  In  a  similar 
way,  when  the  patient  dealt  with  the  previous  therapist  directly  by  asking 
him  to  tell  the  assistants  to  get  away,  the  therapist  immediately  complied. 
In  both  cases  if  the  patient  indicates  he  is  not  responding  to  the  therapist, 
the  therapist  insists  on  a  complementary  response.  If  the  patient  then  re- 
sponds in  a  symmetrical  way,  the  therapist  accepts  this  definition  of  the 
relationship. 

The  nurturing  technique  includes  "taking  over"  the  patient's  behavior 
in  other  ways : 

I  would  talk  directly  to  her  almost  constantly.  Facing  her,  smilingly  warm,  I  would 
intrude  on  her  silence  and  mutism  with  many  statements  and  questions  for  which 
I  would  then  verbalize  the  follow  up  answers.  "You  always  sit  in  the  same  chair? 
I  guess  you  Like  this  chair  better  .  .  .  makes  you  feel  it  is  your  chair  ...  do  you? 
Oh,  I  know  you  won't  tell  me  that .  .  .  You  don't  have  to  .  .  .  but  I  wonder  how  lonely 
it  must  make  you  feel  to  have  only  one  chair  to  sit  on  .  .  .  only  one  chair  that  you 
want,  that  is  . . ." 

The  patient  cannot  easily  refuse  to  behave  in  relation  to  the  therapist 
when  he  is  labeling  all  her  behavior  as  responsive  by  taking  personally 
not  only  her  sHghtest  response  but  even  her  lack  of  response.  When  he 
carries  on  both  sides  of  the  conversation  v/ith  her,  he  defines  her  as  a 
person  in  a  complementary  relationship  with  him  and  she  cannot  deny 
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this  without  responding  to  him.  She  cannot  even  "happen"  to  be  sitting 
in  that  chair  after  he  has  defined  it  as  her  chair.  From  that  point  on, 
whether  she  sits  in  that  chair  or  not,  she  is  threatened  with  this  action  be- 
ing in  response  to  him. 

The  patient's  denial  that  she  is  responding  to  the  therapist  by  indica- 
tions that  she  is  responding  to  "voices"  is  handled  in  this  way: 

She  nodded  her  head  affirmatively  when  I  stated  ( interpreting  her  silence ) : 
"Voices  forbid  you  from  talking?"  Then  I  embarked  upon  a  line  of  dramatization. 
In  a  soft,  quasi-intimate  voice  I  stated  to  her:  "You  and  I  will  fight  those  voices." 
Whereupon  I  addressed  myself  to  the  empty  comer  of  the  room  and,  with  shouts 
of  rage,  I  blasted  the  air  and  those  invisible  voices;  "Go  away,  don't  bother 
Cathy!"  The  patient  paid  unusual  and  dramatic  attention  to  my  attitude,  and 
later  on  began  responding  to  such  antics  with  loud  outbursts  of  laughter.  This  was 
the  first  time  the  ward  personnel  and  I  had  heard  her  laughing. 

When  a  patient  continues  to  respond  to  "voices,"  the  therapist  is  relat- 
ing to  the  patient  but  the  patient  is  labeling  what  is  happening  as  un- 
related to  the  therapist.  To  frustrate  such  a  maneuver,  it  is  necessary  for 
the  therapist  to  gain  control  of  this  symptom.  The  therapist  does  so  here 
by  siding  with  the  patient  against  the  "voices."  If  the  patient  then  re- 
sponds to  voices,  she  is  also  responding  to  the  therapist  who  has  labeled 
those  voices  as  occurring  under  his  aegis. 

When  the  patient  begins  to  accept  a  complementary  relationship,  he 
typically  carries  it  to  an  extreme  and  so  requires  the  therapist  to  continue 
to  be  disciplining  or  nurturing.  In  the  second  case  reported  by  Ferreira, 
the  patient  not  only  began  to  accept  things  from  him  but  even  arranged 
to  be  placed  in  bed  and  tucked  in  by  the  patient  therapist.  He  would 
also  rather  frantically  masturbate  in  his  presence  which,  instead  of  an- 
tagonizing the  therapist,  resulted  in  his  verbaHzing  the  pleasures  of  it 
for  the  patient.  Besides  accepting  a  complementary  relationship,  no  mat- 
ter how  extreme,  the  therapist  also  accepts  and  encourages  any  move  to- 
ward symmetry.  For  example,  he  first  ^as  wilHng  to  hand  feed  the  patient 
milk,  and  then: 

I  added  a  carton  for  myself,  an  action  which  increased  the  conventional  tones  in 
our  relationship.  Later,  I  replaced  the  milk  with  orange  juice  or  coke,  and  as  the 
patient  unproved,  I  began  to  omit  die  bringing  of  a  beverage. 

PSYCHOTHERAPY  AND  ETIOLOGY 

Although  it  is  an  almost  absurd  simplification  to  synthesize  months  or 
years  of  psychotherapy  down  to  a  few  formal  patterns,  it  seems  reason- 
able if  these  patterns  can  be  shown  to  be  relevant  to  the  nature  and 
etiology  of  the  problem.  The  various  theories  of  schizophrenia  extant 
were  proposed  in  a  period  when  schizophrenics  were  considered  un- 


THE   SCHIZOPHRENIC  107 

reachable  by  therapy.  The  first  and  still  persistent  tlieory  of  the  problem, 
the  idea  that  schizophrenia  is  based  upon  an  organic  defect,  does  not 
help  explain  why  particular  techniques  of  therapy  now  seem  to  pro- 
duce improvement  in  a  patient.  The  intrapsychic  idea  that  schizophrenia 
is  an  immersion  in  archaic  and  primitive  thinking  also  does  not  relate 
easily  to  techniques  of  therapy.  If  Ego  should  be  where  Id  is,  one  can 
wonder  how  the  two  entities  are  reversed  by  feeding  a  patient  or  forcing 
him  to  his  knees.  Similarly,  to  argue  that  a  patient  was  irrevocably 
scarred  in  the  first  months  of  Hfe  by  maternal  deprivation  does  not  help 
in  understanding  the  responses  a  therapist  obtains  from  an  adult  pa- 
tient. The  argument  that  schizophrenia  is  a  maturational  defect  would 
seem  relevant  if  we  had  more  understanding  of  tlie  process  of  matura- 
tion. If  one  thinks  of  maturation  as  steps  up  the  ladder  of  psychosexual 
development  with  the  schizophrenic  on  the  oral  rung  at  the  bottom,  the 
process  of  bringing  him  up  is  not  clarified.  However,  there  is  a  theory 
of  schizophrenia  developing  which  is  relevant  to  a  maturational  point 
of  view  and  to  the  techniques  of  therapy  described  here. 

If  we  define  "maturation"  as  a  sequence  of  learning  experiences  in  a 
family,  then  a  maturational  defect  could  be  seen  as  a  defective  family 
situation.  Although  we  know  little  about  the  subtle  processes  of  inter- 
action in  a  family  which  permit  a  child  to  develop  normally,  we  do  know 
that  it  is  necessary  for  a  child  to  proceed  from  a  complementary  relation- 
ship with  his  parents  when  he  is  young  to  a  more  symmetrical  relationship 
as  he  matures  and  goes  his  own  way.  It  would  seem  that  the  psycho- 
therapy of  schizophrenics  described  here  institutes  that  formal  process. 

A  human  child,  by  the  nature  of  the  organism,  must  be  taken  care 
of  or  he  will  die.  He  must  be  offered  food  and  accept  it,  he  must  be  su- 
pervised and  respond  to  that  supervision,  he  must  be  directed  and  follow 
that  direction  if  he  is  to  Hve  with  others.  At  the  same  time  that  he  is 
learning  to  define  his  relationship  with  his  parents  as  complementary, 
he  must  also  begin  to  learn  to  behave  symmetrically  in  preparation  for 
that  day  when  he  leaves  his  parents  and  estabhshes  a  family  himself.  He 
must  "assert"  himself,  walk  without  support,  attempt  to  compete  with 
others,  try  to  be  superior  to  others,  and  ultimately  behave  as  an  equal 
with  his  peers.  The  usual  family  somehow  manages  to  provide  a  learning 
context  where  the  child  can  learn  to  form  both  complementary  and 
symmetrical  relationships.  Current  research  on  the  families  of  schizo- 
phrenics indicates  that  the  schizophrenic  child  does  not  have  that  oppor- 
tunity. Although  a  description  of  the  family  of  the  schizophrenic  with  a 
review  of  the  hterature  on  research  in  progress  is  not  practical  here,  a 
few  points  about  these  famiHes  which  are  generally  agreed  upon  and 
relevant  to  psychotherapy  can  be  described  briefly. 
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THE  FAMILY  OF  THE  SCHIZOPHRENIC 

Perhaps  most  relevant  to  any  therapy  of  schizophrenics  is  the  fact  that 
the  patient's  family  is  a  part  of  the  context  of  treatment.  He  came  from  a 
family  when  he  entered  an  institution,  and  he  typically  must  return 
home  when  treatment  ends.  Not  only  is  he  likely  to  have  continuing  con- 
tact with  family  members  during  therapy,  but  whether  he  improves  or 
not  may  depend  less  upon  therapeutic  technique  and  more  about  his 
concern  over  tlie  family  waiting  at  the  gate  for  him  should  he  be  released. 

The  influence  of  the  family  on  this  type  of  patient  is  particularly  im- 
portant because  he  usually  has  had  little  or  no  experience  with  people 
outside  his  family.  In  cooperation  with  his  parents,  the  child  who  be- 
comes schizophrenic  does  not  have  independent  relationships  outside 
his  family.  For  many  years  he  experiences  only  the  responsive  behavior 
peculiar  to  his  family  and  sufFers  an  almost  total  lack  of  experience  with 
people  who  respond  difiFerently.  When  he  is  ultimately  of  the  appropriate 
age  and  circumstance  to  leave  home  and  go  out  into  the  world,  he  is  in- 
capacitated for  normal  social  intercourse.  Not  only  does  he  lack  experi- 
ence with  people,  but  if  he  forms  an  intimate  involvement  outside  the 
family  he  is  breaking  a  deeply  ingrained  family  rule  against  such  rela- 
tionships. It  does  not  seem  surprising  that  a  psychotherapist  must  force 
his  company  upon  a  schizophrenic  and  so  relieve  the  patient  of  the 
responsibility  of  forming  a  relationship  which  is  forbidden  and  which 
he  is  ill  equipped  to  form. 

Therapeutic  change  in  the  patient  also  has  repercussions  beyond  his 
own  life.  It  is  the  contention  of  many  investigators  that  schizophrenia  in 
the  child  serves  a  supportive,  or  homeostatic,^*  function  in  this  type  of 
family.  If  the  patient  behaves  more  "normally,"  the  parents  become  dis- 
turbed or  a  sibling  may  begin  to  develop  symptoms.  The  continual  con- 
flict between  the  parents  may  also  come  out  more  openly  and  separation 
may  be  threatened.  When  the  patient  is  ill,  the  family  is  drawn  together 
by  this  burden  they  share  in  common.  Family  members  can  avoid  facing 
their  dijfficulties  with  each  other  by  focusing  upon  their  problem  child. 
Although  it  is  possible  to  conceive  of  schizophrenic  symptoms  as  a  de- 
fense against  unacceptable  ideas  by  the  patient,  it  is  also  possible  to  see 
them  as  a  way  of  perpetuating  a  particular  kind  of  family  system.  There- 
fore therapeutic  change  may  threaten  a  patient  not  only  with  a  different 
way  of  hfe  for  himself,  but  the  responsibility  for  a  shattered  family  and 
the  collapse  of  someone  else. 

For  most  people,  family  life  is  where  they  learn  to  form,  and  have 
freedom  to  practice,  different  kinds  of  relationships.  The  maturational 
defect  in  the  family  of  the  schizophrenic  centers  in  the  inability  of  the 
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parents  to  let  the  schizophrenic  child  learn  to  experience  complementary 
and  symmetrical  relationships,  despite  the  millions  of  messages  they  ex- 
change together  over  the  years.  Typically  if  the  child  behaves  in  a  M^ay 
which  indicates  he  is  initiating  a  complementary,  or  "taking  care  of," 
relationship,  his  parents  will  indicate  he  should  be  less  demanding  and 
so  behave  more  symmetrically  with  them.  If  he  behaves  in  a  symmetrical 
way,  they  indicate  that  he  does  not  seem  to  appreciate  their  desires  to 
take  care  of  him.  This  constant  disqualification  of  his  bids  for  relation- 
ship is  a  theme  of  their  life  together.  If  the  child  seeks  closeness  he  is  en- 
couraged to  be  at  a  distance.  If  he  attempts  to  place  some  distance 
between  himself  and  his  parents,  they  respond  as  if  they  have  been  criti- 
cized and  indicate  he  should  seek  closeness.  If  he  asks  for  something,  he 
is  too  demanding.  If  he  does  not  ask,  he  is  too  independent.  The  child 
is  caught  in  a  set  of  paradoxical  relationships  with  all  of  his  responses 
labeled  as  wrong  ones.  What  other  parents  would  consider  normal  be- 
havior, such  as  the  child  making  demands  upon  them,  criticizing  them, 
objecting  to  what  they  do,  asserting  his  independence,  and  so  on,  these 
parents  consider  it  impossible  behavior.  Even  positive,  or  a£Fectionate  be- 
havior by  the  child,  is  responded  to  by  these  parents  in  a  negative  way 
as  if  they  feel  that  too  much  more  will  be  expected  of  them.  This  con- 
stant disqualification  may  occur  immediately  in  response  to  a  patient, 
particularly  those  who  later  give  up  trying  to  reach  their  parents,  or 
the  disqualification  may  be  delayed.  Paranoid  patients  would  seem  to 
have  experienced  an  apparent  acceptance  of  their  behavior  and  a  later 
disqualification  when  what  was  previously  done  is  labeled  as  something 
else,  and  so  they  live  in  a  world  of  booby  traps. 

The  child  also  does  not  easily  accept  the  behavior  of  his  parents;  typi- 
cally he  disqualifies  whatever  they  ofiFer  just  as  they  do.  Because  of  the 
family  inability  to  maintain  a  type  of  relationship  with  the  child,  there  is 
thorough  confusion  in  this  type  of  family  over  authority  and  benevolence. 
Attempts  to  discipline  the  child  usually  end  in  confusion,  indecision,  and 
conflict.  When  parents  attempt  to  be  authoritarian,  the  attempt  usually 
dissolves  into  helplessness  and  benevolent  overconcern  for  the  child. 
When  they  attempt  to  be  benevolent,  the  benevolence  dissolves  into  ex- 
asperated and  futile  attempts  at  discipline.  Rarely  can  the  parents  insist 
the  child  do  something  because  they  prefer  it  that  way;  they  must  insist 
it  is  for  his  own  good  no  matter  how  obviously  their  request  is  to  satisfy 
their  own  needs. 

Self-sacrifice  by  the  parents  is  considered  a  virtue  in  these  families; 
mothers  will  even  say  that  they  have  done  nothing  for  themselves  in  their 
lives  and  everything  for  the  child.  Such  mothers  have  been  called  "over- 
protective"  because  of  their  persistence  in  doing  for  this  special  child 
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what  Other  mothers  would  let  him  do  for  himself.  Not  only  will  they  help 
adult  children  eat,  but  they  will  converse  with  a  quiet  child  by  carrying 
both  sides  of  the  conversation. 

What  discipline  there  is  in  the  family  is  usually  sporadic  and  occasion- 
ally violent.  Some  fathers  give  the  appearance  of  being  stem  authoritar- 
ians, but  their  directives  are  usually  unsuccessful.  Mother  either  inter- 
feres and  incapacitates  father,  or  he  backs  down  when  his  orders  begin 
to  be  followed.  The  continual  conflict  between  the  parents  over  whether 
one  or  the  other  is  too  mild  or  too  severe  with  the  child  is  easily  spurred 
on  by  the  child  who  may  prevent  discipline  by  behaving  in  a  helpless  or 
disturbed  way.  Even  parents  quite  determined  to  exert  authority  jointly 
will  end  in  a  row  if  the  child  becomes  upset.  Not  only  does  conflict  be- 
tween parents  disturb  the  patient,  but  by  behaving  in  a  disturbed  way 
the  schizophrenic  can  instigate  conflict  between  parents. 

The  problem  of  who  is  to  control  whose  behavior  is  a  central  issue 
in  this  type  of  family.  The  parents  appear  to  receive  any  attempt  by  the 
child  to  initiate  a  type  of  relationship  as  a  maneuver  to  control  them. 
However,  if  the  child  responds  appropriately  to  a  relationship  initiated 
by  them,  the  parents  also  respond  as  if  this  is  a  maneuver  to  control 
them.  For  example,  if  the  child  asks  mother  to  do  something  for  him, 
she  indicates  by  her  reluctance  that  he  is  too  demanding.  Yet  if  she  in- 
itiates doing  something  for  the  child,  and  he  accepts  her  behavior,  she 
responds  as  if  he  is  demanding  too  much  of  her.  Similarly,  if  he  indi- 
cates he  wishes  to  do  something  himself,  she  will  respond  by  showing 
him  that  she  should  do  it  for  him.  Conflict  over  even  minor  matters  be- 
comes a  major  problem  when  every  response  is  taken  as  an  attempt  to  be 
in  control  of  the  relationship.  The  schizophrenic  solution  is  to  label  all 
his  responsive  behavior  as  not  occurring  in  relation  to  his  parents  and 
therefore  not  indicating  a  type  of  relationship.  Yet  this  psychotic  behavior 
is  also  not  a  satisfactory  solution;  his  parents  are  then  unhappy  because 
he  does  not  respond  to  them.  Should  he  attempt  to  respond  to  them  di- 
rectly, they  become  disturbed  and  encourage  him  toward  denials  that 
what  he  does  is  a  response  to  them. 

PSYCHOTHERAPY  AND  THE  FAMILY 

There  are  several  major  difiFerences  between  the  treatment  methods  de- 
scribed here  and  the  family  system  of  the  patient.  From  a  learning  point 
of  view,  it  would  seem  logical  that  in  these  difiFerences  resides  the  source 
of  therapeutic  change.  The  psychotherapy  situation  is  by  no  means  to- 
tally different  from  the  parent-child  relationship  in  the  family.  The  au- 
thoritarian technique  of  the  first  therapist  described  here  is  reminiscent 
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of  the  kind  of  assault  some  patients  might  suffer  at  home.  The  "mother- 
ing" of  the  second  therapist  is  reminiscent  of  the  ways  the  patient's 
mother  does  for  him  what  he  is  capable  of  doing  himself.  Not  only  has 
the  institution  for  treatment  a  pecuHar  mixture  of  overprotection  and 
authoritarianism,  but  often  what  is  done  for  the  needs  of  the  staff  is 
benevolently  defined  as  done  for  the  needs  of  the  patient.  It  would  seem 
paradoxical  that  there  are  similarities  between  the  processes  of  relieving 
pathology  and  the  process  which  nurtures  it.  However,  besides  the  pres- 
sure which  the  schizophrenic  places  upon  the  world  to  build  it  in  his 
expected  image,  one  might  assume  that  it  is  necessary  to  behave  in  a  way 
familiar  to  a  patient  if  there  is  to  be  understanding.  The  change  would 
presumably  come  when  the  familiar  is  redefined  and  so  becomes  different. 

THE  THERAPEUTIC  PARADOX 

When  a  child  is  forced  to  respond  to  two  different  types  of  directives 
from  his  parents  which  are  incompatible  with  each  other,  he  is  caught 
in  a  paradox.  For  example,  he  can  be  asked  to  respond  in  a  more  self- 
assertive  way  to  them,  but  he  is  not  to  criticize  them.  Or  he  is  asked  to 
respond  to  them  in  a  way  appropriate  to  a  certain  kind  of  relationship, 
but  he  is  not  to  indicate  what  kind  of  relationship  he  has  with  them. 
When  faced  with  these  incongruent  demands  for  a  response,  the  child 
solves  the  problem  by  indicating  that  his  responses  are  not  in  relation 
to  them  and  so  appears  withdrawn  from  reahty. 

The  psychotherapist  too  could  be  said  to  be  imposing  paradoxes  on 
the  patient.  However,  the  patient  is  not  forced  by  these  paradoxes  to  re- 
spond in  a  schizophrenic  way,  he  is  forced  to  concede  that  he  is  respond- 
ing to  the  therapist.  In  the  example  cited,  the  therapist  prevents  the  pa- 
tient from  indicating  she  is  responding  to  "voices"  and  not  to  him.  He 
"takes  them  over"  by  commanding  them  and  siding  with  the  patient 
against  them.  From  that  point  on  the  patient  cannot  use  "voices"  to 
deny  a  response  to  the  therapist;  if  she  responds  to  the  "voices,"  she  is 
acknowledging  a  coaHtion  with  the  therapist  against  them.  If  she  does 
not  respond  to  "voices,"  she  is  indicating  a  coalition  with  the  therapist 
because  his  goal  is  to  cure  her  of  such  symptoms. 

A  more  clear  example  of  the  therapeutic  paradox  imposed  by  the  ac- 
ceptance of  voices  was  once  described  by  the  first  therapist  cited  here. 
He  reports  that  with  some  patients  who  once  heard  "voices"  and  have 
improved,  he  will  insist  that  the  patient  hear  them  again.  If  the  patient 
hears  the  "voices"  on  command,  he  is  following  the  directions  of  the  ther- 
apist and  so  responding  in  relationship  with  him  instead  of  using  the 
"voices"  as  a  denial  of  that  relationship.  If  he  does  not  hear  the  "voices" 
on  command,  he  is  also  following  the  directions  of  the  therapist  who  as 
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a  larger  directive  is  encouraging  the  patient  to  stop  hearing  "voices." 
Whenever  a  therapist  encourages  symptomatic  behavior,  within  a  frame- 
work of  helping  the  patient  cease  the  symptomatic  behavior,  the  patient 
is  caught  in  this  paradox.  A  similar  example  is  the  therapist  who  encour- 
ages the  paranoid  patient  to  be  suspicious.  The  patient  cannot  keep  him 
at  a  distance  by  suspicious  behavior  if  he  is  being  encouraged  to  behave 
in  that  way.  Whether  he  is  suspicious  or  not  in  this  situation,  he  is  fol- 
lowing the  therapist's  direction  and  so  is  in  a  relationship  with  him. 

Although  the  parents  of  the  patient  may  feel  more  comfortable  with 
him  if  he  is  denying  a  response  to  them,  the  therapist  attempts  to  pre- 
vent that  denial.  Typically  he  either  encourages  the  denial,  and  so 
takes  it  over,  or  he  takes  denials  personally  so  they  lose  their  efiPective- 
ness.  For  example,  the  therapist  may  say  to  the  patient  who  is  oflF  in  a 
psychotic  flight,  "Why  do  you  deal  with  me  in  that  crazy  way."  The  pa- 
tient cannot  then  define  the  flight  as  not  a  response  to  the  therapist. 

When  the  therapist  forces  the  patient  to  concede  that  he  is  respond- 
ing to  him,  no  matter  what  the  patient  does,  the  patient  can  no  longer 
continue  with  schizophrenic  symptoms.  The  further  process  of  therapy 
is  the  clarification  of  what  kind  of  relationship  they  are  having  and  the 
encouragement  of  the  patient  in  searching  behavior  to  learn  to  define  dif- 
ferent types  of  relationships  with  the  therapist. 

THE  ACCEPTANCE  OF  A  RELATIONSHIP 

The  therapist's  willingness  to  accept  the  patient  dealing  with  him  di- 
rectly may  be  severely  tested.  If  the  patient  gives  up  his  denials  and  in- 
dicates he  wishes  a  taking  care  of  relationship,  the  therapist  will  be 
nurturing.  The  patient  may  then  persist  in  this  demand  to  the  limits  of 
toleration  of  the  therapist,  if  not  beyond.  Similarly,  the  patient  will  deal 
with  discipline  by  provoking  the  therapist  to  continue  it  at  length. 

When  the  patient  deals  with  him  directly,  it  is  often  in  such  an  intense 
way  that  the  therapist  will  be  tempted  to  encourage  the  patient  back 
into  schizophrenic  behavior  again.^  The  reputed  "insight"  into  the  uncon- 
scious by  schizophrenics  can  also  be  seen  as  a  wilHngness  to  put  the 
needle  into  a  therapist's  weaknesses  to  the  point  of  provoking  retaliation. 
Similarly,  improvement  in  a  patient  may  not  only  involve  provocation 
of  the  therapist  but  also  of  conflict  between  the  therapist  and  the  patient's 
administrator.  Quite  a  good  relationship  must  exist  between  a  therapist 
and  ward  doctor  to  weather  the  storms  provoked  by  an  improving  patient. 

Besides  being  wilHng  to  continue  in  a  particular  type  of  relationship, 
no  matter  how  difiicult  the  patient  may  make  it,  the  therapist  must  also 
be  wilhng  to  accept  a  shift  in  the  type  of  relationship  if  the  patient  ini- 
tiates it.  Although  the  therapist  may  impose  "mothering"  on  a  patient,  he 
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does  not  insist  upon  this  type  of  relationship  if  the  patient  indicates  he 
would  prefer  another  type.  In  the  example  cited,  when  the  patient  reaches 
for  the  glass  of  milk,  the  therapist  immediately  lets  her  hold  it  and  drink  it 
herself.  The  actual  mother  of  the  patient  would  be  more  hkely  to  take 
the  patient's  indication  that  she  wanted  to  do  something  herself  as  a 
criticism  of  mother  and  so  prevent  it. 

Although  the  therapist  is  wilHng  to  let  the  patient  initiate  a  type  of 
relationship,  this  does  not  mean  the  patient  is  in  control  in  the  situation. 
The  therapist  indicates  that  he  is  letting  the  patient  define  the  relation- 
ship in  whichever  way  he  chooses.  The  total  authority  which  the  therapist 
has  over  the  patient's  Hfe  provides  a  continuing  context  which  indicates 
that  whatever  the  patient  does  is  done  with  the  therapist's  permission. 
Therefore  no  matter  what  type  of  relationship  the  patient  initiates,  it  is 
within  a  complementary  frame  at  a  higher  level.  (A  rather  different 
interchange  is  involved  when  the  therapist  sees  an  ambulatory  schizo- 
phrenic in  private  practice. ) 

THE  FRAME  OF  PSYCHOTHERAPY 

Perhaps  the  major  diflFerence  between  treatment  method  and  family 
situation  centers  on  the  peculiar  nature  of  psychotherapy  as  an  inter- 
change set  apart  from  ordinary  life.  Neither  patient  nor  therapist  can 
actually  be  defining  a  "real"  relationship  with  each  other;  they  are  not 
friends,  not  relatives,  not  acquaintances,  not  even  doctor  and  patient  in 
the  ordinary  sense.  Typically  the  therapist  behaves  as  if  there  is  an  inti- 
mate involvement  with  the  patient,  but  actually  there  is  not.  Both  patient 
and  therapist  will  go  about  their  own  Hves  separately  when  they  leave 
each  other's  company.  The  supposed  intimacy  which  is  defined  between 
them  terminates  with  the.  end  of  the  interview,  in  contrast  to  a  relation- 
ship between  friends  which  extends  into  mutual  social  Hfe  or  a  relation- 
ship between  relatives  which  includes  sharing  living  conditions. 

From  the  point  of  view  of  the  patient,  it  is  extraordinarily  diflBcult  to 
gain  control  of  the  relationship  with  a  therapist  when  the  nature  of  that 
relationship  is  so  slippery.  The  patient  cannot  assume  the  therapist  is 
merely  harsh,  because  he  is  benevolently  helping  him.  Nor  can  he  as- 
sume that  the  therapist  is  only  benevolently  nurturing  him,  because 
their  relationship  is  usually  consummated  in  a  rather  grim  authoritarian 
setting.  Often  the  patient  will  attempt  to  relate  to  the  therapist  as  a  par- 
ent, and  many  therapists  of  schizophrenics  will  encourage  this  by  Hter- 
ally  saying,  "I  am  your  mother  and  I  will  take  care  of  you,"  or  they  imply 
such  a  relationship  by  their  behavior.  Yet  obviously  the  therapist  is  not  a 
parent;  there  is  no  family  life  between  them  but  only  a  series  of  inter- 
views. Similarly,  the  patient  and  therapist  may  establish  a  relationship 
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more  like  friends  than  other  forms  of  psychotherapeutic  relationships, 
and  yet  they  do  not  move  in  the  same  circles  socially.  It  is  perhaps  the 
multiple  paradoxes  in  the  relationship  which  make  it  so  difficult  for  the 
patient  to  find  a  handle  to  manipulate  the  therapist. 

Not  only  is  their  relationship  not  an  ordinary  one,  but  one  of  the  prem- 
ises they  estabHsh  together  is  "this  is  not  real  life,"  or  "this  is  a  kind  of 
game."  Within  that  framework  the  two  people  may  become  quite  emo- 
tionally involved  with  each  other,  but  this  is  also  true  of  many  games. 
Like  a  game,  the  interaction  is  confined  to  specific  periods  of  time;  unlike 
a  game,  the  only  rules  are  those  the  participants  work  out  together  as  they 
go  along.  Not  only  must  they  define  the  rules  as  they  interact  with  each 
other,  but  also  they  must  resolve  the  conflict  over  who  is  going  to  make 
the  rules.  They  have  no  outside  authority  to  consult  on  what  rules  their 
relationship  should  be  built  upon,  nor  can  they  apply  the  rules  of  other 
types  of  relationships  because  this  one  is  like  no  other.  In  the  process 
of  learning  this,  the  patient  tries  to,  and  finds  he  cannot,  use  the  rules 
typical  in  his  family  relationships. 

The  play-hke  quality  of  the  interchange  between  schizophrenic  and 
therapist  is  more  apparent  in  this  type  of  psychotherapy  than  any  other. 
In  all  psychotherapy  the  therapist  is  both  "involved"  with  a  patient  and 
at  the  same  time  sufiiciently  detached  so  that  he  can  observe  the  type 
of  interchange  taking  place.  In  this  type  of  psychotherapy  the  same  be- 
havior exists  but  in  a  more  active  way;  the  patient  is  faced  with  a  man 
who  is  "acting  out"  different  kinds  of  serious  involvement  while  label- 
ing the  situation  in  a  play-like  way.  In  the  first  example,  the  therapist 
forces  the  patient  to  his  knees  and  insists  that  he  is  God,  yet  he  does  so 
in  such  an  exaggerated  way,  before  an  audience  of  people,  that  it  is  Hke 
a  game.  Despite  the  grim  seriousness  of  schizophrenia,  the  interview  is 
even  playful  with  considerable  laughter  from  everyone  involved.  At  one 
point  the  patient  himself  laughs,  indicating  he  made  a  mistake  and 
should  have  obhterated  the  assistants. 

With  the  second  therapist,  there  is  again  this  play-like  quality  to  the 
interaction.  By  exaggerating  the  "mothering,"  the  therapist  indicates  that 
it  is  not  "real,"  as  it  cannot  be.  This  framework  is  further  emphasized 
when  the  therapist  sides  with  the  patient  against  the  "voices"  and  dra- 
matically tells  them  off,  provoking  laughter  from  the  patient. 

From  a  communication  point  of  view,  the  incongruity  in  levels  of 
message  manifested  by  the  schizophrenic  is  met  by  a  similar  incongruity 
on  the  part  of  the  therapist.  For  example,  the  message  of  the  patient  who 
calls  himself  God  might  be  verbalized  in  this  way:  I  am  speaking,  quali- 
fied by  the  statement  it  is  God  speaking,  qualified  by  the  helplessness 
which  indicates  it  is  not  God  speaking.  The  therapist's  answer  is:  I  am 


THE   SCHIZOPHRENIC  115 

being  harsh  with  you,  quahfied  by  the  setting  of  benevolent  help,  quali- 
fied by  an  indication  that  it  is  a  kind  of  game  they  are  playing.  Just  as 
the  therapist  has  trouble  dealing  with  any  one  level  of  the  schizophrenic's 
multiple  message,  so  does  the  patient  have  difficulty  selecting  and  re- 
sponding to  a  single  level  in  the  therapist's  message. 

The  play-Kke  nature  of  the  therapeutic  interchange  is  particularly  strik- 
ing if  one  observes  the  grim,  realistic  struggle  between  the  patient  and 
his  actual  parents.  The  therapist  may  insist  the  patient  behave  in  a  certain 
way,  or  he  may  take  personally  whatever  the  patient  does,  but  he  can 
shift  his  responses  easily  and  treat  the  situation  lightly.  The  parents  of 
the  patient  rigidly  follow  a  pattern  of  objecting  to  whatever  he  ojQFers 
while  encouraging  him  to  ofiFer  more.  The  parents  also  become  disturbed 
if  the  patient  makes  any  comment  on  their  behavior.  The  therapist  en- 
courages such  comments  and  can  accept  them  or  decline  them  as  he 
chooses  so  they  do  not  interfere  with  the  therapeutic  framework.  jO£ 
course  the  therapist  has  an  advantage  in  a  prolonged  struggle  with  the 
patient  that  parents  do  not  have.  The  parents  may  have  to  continually 
live  with  the  patient  and  feel  continually  responsible  for  him.  The  ther- 
apist can  maintain  the  play-like  quality  by  absenting  himself  when  he 
chooses  and  going  about  his  own  life,  leaving  the  disciphnary  problems 
to  a  paid  staflF. 

COUNTERTRANSFERENCE  AND  PARENTAL  BEHAVIOR 

When  a  therapist  becomes  "too  involved"  with  a  schizophrenic,  the 
therapy  is  in  diflBculty.  The  play-like  quality  is  gone  and  the  patient  can 
easily  place  the  therapist  at  a  disadvantage  or  provoke  him  to  behave  in 
ways  he  would  rather  not.  At  this  point,  supervision  of  the  therapist  be- 
comes important  to  help  him  detach  himself  from  too  personal  an  involve- 
ment and  reinstitute  a  psychotherapeutic  frame  to  the  interchange.  The 
control  of  what  kind  of  behavior  is  to  be  exchanged  between  therapist 
and  patient  then  shifts  back  to  the  therapist. 

Psychotherapy  with  a  schizophrenic  is  generally  agreed  to  be  going 
badly  if  the  therapist  does  any  of  the  following  things :  ( a )  if  the  thera- 
pist lets  the  patient  provoke  him  to  retaliate  in  a  way  which  encour- 
ages the  patient  to  withdraw  into  schizophrenic  symptoms,  (b)  if  the 
overdedicated  therapist  insists  on  continuing  to  take  care  of  a  patient 
when  the  patient  is  indicating  a  desire  for  more  equality,  (c)  if  the 
therapist  pushes  the  patient  toward  equality  or  independence  at  a  time 
when  the  patient  is  indicating  he  wishes  more  nurturing,  (d)  if  the 
therapist  institutes  disciplinary  measures  and  then  retreats  if  the  patient 
becomes  disturbed,  and  (e)  if  the  therapist  denies  the  patient's  percep- 
tions about  him  when  they  are  accurate  because  he  cannot  tolerate  cer- 
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tain  types  of  comments  on  his  own  behavior.  One  o£  the  more  convincing 
arguments  that  schizophrenia  is  of  family  origin  is  posed  by  the  fact 
that  this  hst  of  ways  a  therapist  should  not  behave  with  a  schizophrenic 
and  the  list  of  ways  the  parents  behave  with  the  patient  are  synonymous. 

Countertransference  can  be  seen  as  misperceptions  of  the  patient  by 
the  therapist,  but  the  interpersonal  context  of  such  a  phenomenon  is 
important.  Those  moments  when  an  observer  would  say  countertrans- 
ference is  occurring  can  be  seen  as  those  moments  when  the  therapist  has 
lost  control  of  the  relationship  and  is  being  forced  by  the  patient  into 
certain  types  of  behaviors.  Subjectively  the  therapist  may  project  various 
images  upon  the  patient;  in  terms  of  formal  behavior,  he  is  behaving  like 
the  actual  parent  of  the  patient.  « 

In  summary,  schizophrenic  behavior  can  be  described  as  a  pattern  of 
behavior  in  which  the  patient  is  consistently  labeling  what  he  does  as 
unrelated  to  the  relationship  he  is  involved  in.  Such  behavior  on  his  part 
could  be  provoked  by  a  family  situation  where  he  is  required  by  the 
nature  of  the  family  system  to  avoid  indicating  what  types  of  relationships 
he  has  in  the  family.  The  therapeutic  tactics  center  in  providing  a  para- 
doxical situation  which  the  patient  cannot  resolve  as  long  as  he  behaves 
in  a  schizophrenic  way.  The  benevolent  therapeutic  paradox  posed  the 
patient  by  the  therapist  is  reminiscent  of  the  pathogenic  paradoxes  which 
occur  in  his  family.  In  both  situations  there  are  benevolent  frameworks 
within  which  the  patient  is  placed  through  an  ordeal.  In  both  situations 
the  patient  is  encouraged  to  behave  in  his  usual  ways  within  a  framework 
of  helping  him  change.  However,  when  the  patient  responds  to  this 
"impossible"  situation  by  responding  normally  and  defining  his  rela- 
tionship, the  therapist  rewards  him  and  accepts  his  response. 

Psychotherapists  who  have  developed  specialized  techniques  for  work- 
ing with  schizophrenic  patients  have  usually  never  observed  the  patient 
interacting  with  his  family.  Yet  the  accepted  procedures  for  therapy  they 
have  developed  include  behaving  in  ways  similar  to  the  actual  parents 
of  the  patient,  while  also  behaving  differently  at  crucial  moments.  It 
would  appear  that  a  more  careful  examination  of  the  family  system  of 
the  schizophrenic  would  lead  to  more  effective  treatment  techniques. 


CHAPTER  VI 

Marriage  Therapy 


Athough  it  is  becoming  more  common  for  psychotherapists  to  interview 
married  partners  together,  there  are  no  orthodox  procedures  for  the  treat- 
ment of  a  marriage.  In  fact,  there  is  no  formal  description  of  pathological 
marriages  and  so  no  theory  of  what  changes  must  be  brought  about.  The 
psychodynamic  approach,  or  role  theory  emphasis,  leads  to  discussions 
of  the  individual  problems  of  husband  and  wife  and  not  to  descriptions 
of  the  marital  relationship. 

The  emphasis  here  will  be  upon  types  of  relationships  in  marriage,  but 
no  attempt  will  be  made  to  present  a  full  exposition  of  the  complexities  of 
marriage;  the  focus  will  be  upon  marital  distress  and  symptom  formation. 
After  a  description  of  certain  types  of  relationships,  there  will  be  a  dis- 
cussion of  the  kinds  of  conflicts  which  arise,  and  finally  a  description  of 
ways  a  marriage  therapist  intervenes  to  produce  shifts  in  a  relationship. 

WHEN  AAARRIAGE  THERAPY  IS  INDICATED 

Marriage  Therapy  differs  from  individual  therapy  because  the  focus  is 
upon  the  marital  relationship  rather  than  the  intrapsychic  forces  within 
the  individual.  It  also  differs  from  Family  Therapy  where  the  emphasis 
is  upon  the  total  family  unit  with  a  child  typically  chosen  to  be  the  prob- 
lem. Technically  the  term  should  be  confined  to  that  type  of  treatment 
where  the  therapist  interviews  the  couple  together.  However,  the  varia- 
tions are  many:  some  therapists  will  see  both  marital  partners  separately, 
others  will  see  one  partner  while  occasionally  seeing  the  spouse  for  an 
interview,  and  others  will  see  one  partner  while  referring  the  other  else- 
where with  collaboration  between  the  two  therapists.  Actually  the  psy- 
chotherapist who  only  does  individual  psychotherapy  and  refuses  to  see 
the  spouse  of  a  married  patient  is  involved  in  indirect  marriage  therapy. 
Not  only  is  much  of  the  time  of  individual  treatment  devoted  to  discus- 
sions of  marital  affairs,  but  if  the  individual  changes  the  marital  rela- 
tionship will  change— or  terminate. 

There  are  certain  situations  where  Marriage  Therapy  is  specifically  in- 
dicated: 

(a)  When  methods  of  individual  psychotherapy  have  failed,  Marriage 
Therapy  is  appropriate.  Often  in  such  cases  the  patient  is  involved  in  a 
marital  relationship  which  is  inhibiting  his  improvement  and  perpetu- 
ating his  distress  to  the  point  where  individual  psychotherapy  is  too 
small  a  lever  to  make  a  large  change.  For  example,  a  woman  with  con- 
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stantly  recurring  anxiety  attacks  and  insomnia  failed  to  improve  in  in- 
dividual psychotherapy  despite  considerable  exploration  of  her  childhood. 
When  her  husband  was  brought  into  the  treatment  it  was  discovered 
that  he  was  continually  behaving  in  an  irresponsible  and  unpredictable 
way.  He  was  not  only  failing  in  business  without  taking  any  steps  to  pre- 
vent this  failure,  but  he  was  surreptitiously  writing  bad  checks  time  after 
time  despite  his  protests  to  his  wife  that  he  would  never  do  so  again. 
The  onset  of  her  anxiety  attacks  occurred  with  his  first  failure  in  busi- 
ness and  his  cavalier  dismissal  of  this  event.  The  continual  conflict  be- 
tween husband  and  wife  over  his  refusal  to  take  responsibility  in  his 
business  or  in  his  family  was  handled  by  the  wife  with  recurrent  attacks 
of  helpless  anxiety,  and  her  problem  was  more  marital  than  individual. 

(b)  Marriage  Therapy  is  indicated  when  methods  of  individual  psy- 
chotherapy cannot  be  used.  Since  most  individual  psychotherapy  con- 
sists of  countering  what  a  patient  oflFers,  the  therapist  is  incapacitated  if 
the  patient  o£Fers  nothing.  Marriage  Therapy  then  becomes  one  of  the 
few  possible  procedures.  For  example,  a  woman  had  a  fear  of  heart  fail- 
ure as  part  of  a  series  of  anxiety  attacks  which  forced  her  to  quit  her  job 
and  remain  at  home  unable  to  go  out  anywhere  alone.  She  sought  psycho- 
therapy and  the  therapist  asked  her  to  say  whatever  came  to  her  mind. 
She  said  nothing.  She  would  answer  specific  questions  as  briefly  as  pos- 
sible, but  she  would  not  volunteer  statements  about  her  feelings  or  her 
life  in  general.  After  two  sessions  in  which  the  woman  said  nothing,  and 
the  therapist  said  nothing,  the  woman  discontinued  treatment  and  sought 
another  therapist.  Clearly  the  woman  would  not  permit  the  therapist  to 
wait  her  out  in  the  hope  that  the  cost  of  treatment  would  ultimately 
force  her  to  say  what  was  on  her  mind.  When  she  began  marriage 
therapy  with  her  husband  present  in  the  interviews,  the  wife  became 
more  loquacious.  As  the  husband  was  questioned  about  his  wife's  prob- 
lems, the  wife  found  it  necessary  to  correct  him.  She  could  not  let  her 
husband's  portrait  of  her  diflBculties  stand.  To  revise  his  version  she  had 
to  provide  her  own  and  demonstrate  her  feelings  about  him,  providing 
the  leverage  to  start  a  change. 

(c)  Marriage  Therapy  would  seem  indicated  when  a  patient  has  a 
sudden  onset  of  symptoms  which  coincides  with  a  marital  conflict.  Al- 
though most  patients  with  symptoms  tend  to  minimize  their  marital  dif- 
ficulties—in fact  the  symptom  is  apparently  used  to  deny  marital  prob- 
lems—there are  times  when  symptoms  erupt  in  obvious  relation  to  a 
spouse.  For  example,  a  husband  experienced  an  anxiety  state  which  con- 
fined him  to  bed  and  cost  him  his  job.  His  collapse  occurred  when  his 
wife  went  to  work  over  his  objections.  In  another  case  a  woman  had  a 
variety  of  hysterical  symptoms  while  on  vacation  with  her  husband. 
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They  quarreled,  and  her  husband  gambled  away  the  vacation  money, 
knowing  that  because  her  father  had  continually  gambled  away  all  the 
family  money  her  greatest  fear  in  life  was  of  gambling.  Although  the 
onset  of  a  symptom  can  always  be  seen  as  a  product  of  a  change  in  a 
family  relationship,  in  some  cases  the  connection  is  so  obvious  that  treat- 
ment of  the  marriage  is  indicated. 

(d)  Of  course,  this  type  of  therapy  is  indicated  when  it  is  requested 
by  a  couple  who  are  in  conflict  and  distress  and  unable  to  resolve  it. 
( However,  it  is  not  unusual  even  in  this  circumstance  for  some  therapists 
to  advise  them  to  seek  individual  treatment  separately.)  Typically  one 
spouse,  usually  the  wife,  seeks  Marriage  Therapy  while  the  other  comes 
in  reluctantly.  Usually  both  partners  will  ultimately  come  in,  even  though 
one  may  need  a  special  request,  because  if  one  partner  in  a  marriage  is 
miserable  the  other  is  too. 

Finally,  Marriage  Therapy  is  indicated  when  it  appears  that  improve- 
ment in  a  patient  will  result  in  a  divorce  or  in  the  eruption  of  symptoms 
in  the  spouse.  If  a  patient  with  severe  sjnnptoms  says  his  marriage  is  per- 
fect, and  if  his  spouse  also  indicates  this  idea,  then  it  is  likely  that  im- 
provement in  the  patient  will  lead  to  divorce  or  a  distressed  spouse.  Al- 
though it  is  difficult  to  estimate  the  repercussions  of  therapeutic  change, 
one  indication  of  ultimate  pathology  developing  in  a  relative  is  the  stout 
insistence  by  a  patient  that  his  family  life  is  ideal.  Therapists  have  a  re- 
sponsibility to  the  relatives  of  a  patient  if  they  bring  about  a  change. 

THE  FORMAL  THEMES  OF  MARRIAGE 

A  marriage  is  an  extraordinarily  complex  and  continually  changing  af- 
fair. To  select  a  few  aspects  of  the  marital  relationship  and  emphasize 
them  is  to  do  some  violence  to  the  incredible  entanglement  of  two  people 
who  have  hved  together  many  years.  A  few  formal  themes,  those  most 
relevant  to  marital  strife  and  symptom  formation,  will  be  mentioned 
here. 

When  a  man  and  woman  decide  their  association  should  be  solemnized 
and  legahzed  with  a  marriage  ceremony,  they  pose  themselves  a  problem 
which  will  continue  through  the  marriage:  Now  that  they  are  married 
are  they  staying  together  because  they  wish  to  or  because  they  must? 
The  inevitable  conflicts  which  arise  in  a  marriage  occur  within  a  frame- 
work of  a  more  or  less  voluntary  relationship.  It  is  not  so  much  whether 
a  marriage  is  a  compulsory  or  a  voluntary  relationship,  but  how  the 
couple  choose  to  define  it.  A  woman  may,  for  example,  wish  to  stay  with 
her  husband  but  be  unwilling  to  concede  that  her  choice  is  voluntary 
and  so  say  that  they  cannot  separate  for  religious  reasons.  Another  wife 
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might  insist  that  she  could  leave  her  husband  at  any  time,  defining  the 
relationship  as  voluntary,  although  her  history  would  indicate  that  she 
had  a  rather  desperate  need  of  him  and  could  not  leave  him. 

A  marriage  seems  to  function  best  when  there  is  some  balance  between 
the  voluntary  and  compulsory  aspects  of  the  relationship.  In  a  successful 
marriage,  the  couple  define  their  association  as  one  of  choice,  and  yet 
they  have  suflBcient  compulsion  in  law  and  custom  to  stay  together 
through  the  conflicts  which  arise.  If  divorce  is  too  easy,  there  is  too  little 
compulsion  in  the  marriage  to  survive  problems.  When  divorce  is  too 
dijBBcult,  the  couple  can  begin  to  suspect  that  they  are  together  because 
they  must  be  and  not  out  of  choice.  At  either  extreme,  a  marriage  can  be 
in  diflBculty. 

An  example  of  a  marriage  which  was  so  voluntary  that  the  wife  did 
not  feel  committed  to  her  husband  can  be  used  for  illustration.  A  woman 
in  business  for  herself  prior  to  her  marriage  agreed  to  sell  the  business 
at  her  husband's  request  because  he  wished  to  be  the  provider  for  the 
family.  However,  she  took  the  money  obtained  in  the  sale  and  placed  it 
in  the  bank  in  her  own  name  "just  in  case  the  marriage  did  not  work  out." 
The  marriage  foundered  on  this  act.  The  husband  felt  the  wife  was  un- 
willing to  commit  herself  to  him;  the  wife  behaved  as  if  the  marriage 
was  a  voluntary  association  which  she  could  leave  at  any  time  so  she 
would  make  no  concessions  in  her  relationship  with  her  husband. 

At  the  other  extreme  is  the  type  of  relationship  where  the  couple  be- 
have as  if  they  are  compelled  to  stay  together.  This  type  of  relationship 
occurs  when  there  are  strict  religious  rules  about  marriage,  when  one  of 
the  spouses  experiences  incapacitating  symptoms,  or  when  one  of  them 
puts  up  with  "impossible"  behavior  from  the  other. 

A  compulsory  marriage  is  like  that  relationship  between  cell  mates  in 
a  prison.  The  two  people  get  along  because  they  must,  but  they  are  un- 
certain whether  they  would  choose  to  be  together  if  they  had  a  free 
choice.  A  wife  who  suffers  incapacitating  depressions  will  be  indicating 
to  her  husband  that  she  is  unable  to  survive  alone.  A  husband  who 
turns  to  drink  whenever  his  wife  must  go  away  for  a  day,  or  when  she 
threatens  to  leave  him,  will  persuade  her  that  he  cannot  hve  without  her. 
It  is  not  necessarily  taken  as  a  compliment  if  a  spouse  indicates  he  cannot 
do  without  his  mate;  implicit  in  such  an  arrangement  is  the  idea  that 
they  are  only  together  because  they  must  be  and  perhaps  any  other  body 
in  the  house  might  do  but  no  one  else  would  have  them.  When  spouses 
begin  to  think  of  their  relationship  as  compulsory,  bad  feeling  is  gen- 
erated. 

A  marriage  may  begin  as  a  compulsory  relationship.  For  example,  a 
man  attempted  to  discuss  breaking  off  his  engagement  with  his  fiancee 
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and  the  girl  jumped  out  of  his  parked  automobile  into  oncoming  trafiBc 
and  ran  wildly  down  the  street.  Later  she  told  him  she  would  kill  her- 
self if  he  did  not  marry  her.  He  married  her.  From  that  point  on,  he  was 
in  doubt  whether  she  really  wished  to  marry  him  or  was  only  desperately 
trying  to  escape  a  dreadful  home  situation.  The  girl  was  in  doubt  whether 
he  married  her  because  he  wanted  to  or  because  of  fear  she  would  kill 
herself. 

When  one  spouse  continues  the  marriage  even  though  treated  badly  by 
the  other,  a  compulsory  type  of  relationship  occurs.  If  a  husband  puts 
up  with  more  than  is  reasonable  from  his  wife,  the  wife  may  begin  to  as- 
sume that  he  must  be  staying  with  her  because  he  has  to,  not  because 
he  wants  to,  and  the  marriage  is  in  difficulty.  Sometimes  a  spouse  will 
appear  to  test  whether  he  or  she  is  really  wanted  by  driving  the  other  to 
the  point  of  separation.  It  is  as  if  they  say,  "If  my  mate  will  put  up  with 
anything  from  me,  I  am  really  wanted,"  However,  if  the  spouse  passes 
the  test  and  puts  up  with  impossible  behavior,  the  tester  is  not  reas- 
sured about  being  wanted  but  becomes  convinced  the  spouse  is  doing 
so  because  of  an  inabihty  to  leave.  Once  this  pattern  has  begun,  it 
tends  to  be  self-perpetuating.  A  wife  who  beHeves  that  her  husband 
stays  with  her  because  of  his  own  inner  desperation  rather  than  because 
he  wants  her  will  dismiss  his  affectionate  approaches  as  mere  bribes  to 
stay  with  her  rather  than  indications  of  real  affection.  When  she  dis- 
misses her  husband's  affection,  he  tries  even  harder  to  please  her  and  so 
increases  her  beHef  that  he  stays  with  her  out  of  desperation  rather  than 
choice.  When  the  husband  can  no  longer  tolerate  the  situation,  he  may 
make  a  move  to  leave  her.  The  moment  he  indicates  he  can  do  without 
her,  the  wife  begins  to  feel  she  may  be  a  voluntary  choice  and  be  at- 
tracted to  him  again.  However,  such  a  wife  will  then  test  her  husband 
again  by  extreme  behavior.  When  he  responds  permissively  she  again 
feels  he  is  unable  to  leave  her  and  the  cycle  continues. 

The  extreme  oscillation  which  can  occur  in  a  marriage  is  typical  of 
those  cases  where  a  couple  comes  to  a  therapist  for  help  in  getting  sepa- 
rated from  each  other.  Some  spouses  will  separate  and  go  back  together 
and  separate  again  over  the  years,  unable  to  get  together  and  unable  to 
get  apart.  The  major  problem  in  helping  the  separating  couple  is  discov- 
ering which  direction  they  seem  most  to  want  to  go.  Sometimes  a  couple 
merely  wants  an  excuse  from  an  outsider  to  go  back  together  so  that 
neither  will  have  to  risk  being  the  first  to  suggest  Kving  together  again. 
In  more  complex  repetitive  separations  there  is  usually  a  pattern  of 
one  spouse  wanting  to  end  the  marriage  until  the  other  also  wants  it; 
then  there  is  temporary  reconcihation.  For  example,  a  young  couple  be- 
gan to  have  trouble  after  a  few  years  of  marriage  and  the  wife  had  an 
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extramarital  affair.  The  husband  forgave  her.  She  had  another  affair; 
they  separated.  After  a  while  they  tried  living  together  again  but  the  af- 
fairs still  rankled.  The  husband  continued  to  blame  her  for  her  actions; 
the  vi^ife  blamed  him  for  depriving  her  in  such  a  w^ay  that  she  turned  to 
someone  else.  They  separated  but  continued  to  associate.  When  they 
entered  therapy  the  husband  wanted  to  go  back  together  again,  but  was 
uncertain  about  it.  The  wife,  having  taken  up  with  another  man,  did  not 
want  to  live  with  her  husband,  yet  she  wanted  to  associate  with  him  and 
consider  possible  future  reconciHation.  At  one  moment  the  husband  in- 
sisted on  immediate  divorce,  at  the  next  he  asked  for  a  reconciliation. 
Each  time  he  spoke  more  firmly  about  his  plans  for  a  divorce,  the  wife 
began  to  discuss  the  great  potential  of  their  marriage  and  how  fond  she 
was  of  him.  When  the  husband  talked  about  going  back  together,  the 
wife  discussed  how  miserable  their  marriage  had  been.  After  several  ses- 
sions attempting  to  clarify  the  situation,  the  issue  was  forced  by  a  sug- 
gestion that  if  the  couple  continue  treatment  they  do  so  in  a  trial  period 
of  Hving  together.  Faced  with  returning  to  her  husband,  the  wife  refused. 
The  husband  managed  to  arrange  a  divorce,  although  when  he  was  no 
longer  compulsively  involved  with  her,  the  wife  was  finding  him  at- 
tractive again. 

THE  PROGRESS  OF  A  MARRIAGE 

Although  their  information  about  one  another  may  be  minimal,  two 
people  have  already  established  ways  of  relating  to  each  other  at  the  time 
they  marry.  The  act  of  marriage,  typically  an  act  of  conceding  they  really 
want  each  other,  requires  a  different  type  of  relationship  and  can  pro- 
voke rather  sudden  shifts  in  behavior.  A  woman,  for  example,  might  be 
forgiving  of  all  her  fiancee's  defects  until  the  marriage  ceremony  and 
then  she  might  set  about  reforming  him.  A  man  might  be  quite  tolerant 
of  his  fiancee's  inability  to  show  affection,  but  when  they  are  married  he 
might  insist  she  undergo  a  major  change.  The  man  who  was  pleased  to 
find  such  a  submissive  girl  may  discover  after  marriage  that  she  is 
quite  insistent  upon  taking  charge  of  him.  Usually,  however,  the  patterns 
which  appear  in  a  marriage  existed  in  some  form  prior  to  the  ceremony. 
People  have  a  remarkable  skill  in  choosing  mates  who  will  fit  their  needs, 
although  they  may  insist  later  they  married  the  unexpected.  The  girl  who 
needs  to  be  treated  badly  usually  finds  someone  who  will  cooperate, 
and  if  someone  feels  he  deserves  very  httle  from  life  he  tends  to  find  a 
wife  who  feels  she  deserves  very  little;  both  get  what  they  seek. 

The  process  of  working  out  a  satisfactory  marital  relationship  can  be 
seen  as  a  process  of  working  out  shared  agreements,  largely  undiscussed, 
between  the  two  people.  There  are  a  multitude  of  areas  in  Hving  together 
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which  a  couple  must  agree  about.  For  example,  is  a  husband  to  decide 
what  kind  of  work  he  will  do,  or  will  his  wife's  concern  about  prestige 
dictate  his  employment?  Will  the  husband  be  allowed  to  freely  criticize 
his  wife's  housekeeping,  or  is  that  her  domain?  Who  is  to  handle  the 
budget?  Is  the  wife  to  comfort  her  husband  when  he  is  unhappy  or  be- 
come exasperated  with  him?  How  much  are  outsiders  to  intrude  into  the 
marriage,  and  are  in-laws  outsiders?  Will  the  wife  or  the  husband  be 
the  irresponsible  one  in  the  marriage? 

Each  situation  that  a  newly  married  couple  meets  must  be  dealt  with 
by  estabhshing  explicit  or  implicit  rules  to  follow.  When  the  situation  is 
met  again,  the  rule  estabHshed  is  either  reinforced  or  changed.  These 
rules  are  the  following:  (a)  those  rules  the  couple  would  announce, 
such  as  a  rule  that  the  husband  can  have  a  night  out  with  his  friends 
each  week,  (b)  those  rules  the  couple  would  not  mention  but  would 
agree  to  if  they  were  pointed  out,  such  as  the  rule  that  the  husband 
turns  to  his  wife  when  faced  with  major  decisions,  and  (c)  those  rules 
an  observer  would  note  but  the  couple  would  probably  deny,  such  as 
the  rule  that  the  wife  is  continually  to  be  on  the  defensive  and  the  hus- 
band accusatory  and  never  the  reverse.  It  is  important  to  note  that  the 
couple  cannot  avoid  estabhshing  these  rules:  whenever  they  complete  a 
transaction,  a  rule  is  being  estabHshed.  Even  if  they  should  set  out  to 
behave  entirely  spontaneously,  they  would  be  estabhshing  the  rule  that 
they  are  to  behave  in  that  way. 

The  couple  must  not  only  set  rules,  but  they  must  also  reach  agreement 
on  which  of  them  is  to  be  the  one  to  set  the  rules  in  each  area  of  their 
marriage.  The  process  of  working  out  a  particular  rule  always  occurs 
within  a  context  of  resolving  who  is  setting  the  rule.  For  example,  a  wife 
might  not  object  if  her  husband  has  an  evening  out— unless  he  insists 
upon  it;  then  she  might  object  but  her  objection  would  be  at  a  diflFerent 
level.  Similarly,  a  husband  might  not  protest  if  his  wife  wishes  to  send  her 
mother  money,  but  if  the  wife  impHes  that  he  has  no  say  in  the  matter 
he  might  then  announce  objections.  In  the  early  days  of  a  marriage  each 
spouse  might  graciously  let  the  other  be  labeled  as  the  one  in  charge  of 
the  various  areas  of  the  relationship,  but  ultimately  a  struggle  will  set  in 
over  this  problem. 

As  a  part  of  the  struggle  to  reach  agreement  on  rules  for  hving  with 
each  other,  a  couple  is  inevitably  estabhshing  another  set  of  rules— those 
rules  to  be  followed  to  resolve  disagreements.  The  process  of  working 
out  conflict  over  rules  becomes  a  set  of  jmetarules,  or  rules  for  making 
rules.  For  example,  two  people  might  estabhsh  the  rule  that  they  wiU 
only  resolve  a  difference  after  the  husband  has  made  an  issue  of  the 
matter.  When  the  wife  has  tested  his  concern  by  provoking  him  until  he 
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treats  the  matter  as  important,  then  they  will  resolve  it.  Or  a  couple 
might  establish  the  metarule  that  they  will  never  fully  reach  agreement 
on  any  rule  and  so  they  maintain  a  state  of  indecision.  Similarly,  the  act 
of  avoiding  certain  areas  of  discussion  is  an  establishing  of  metarules 
about  how  to  deal  with  those  areas. 

If  a  marital  relationship  could  be  worked  out  by  the  application  of 
agreement  on  rules,  who  is  to  make  them,  and  how  to  make  them,  a 
marriage  would  be  quite  a  rational  aflFair.  Obviously  it  is  not.  Couples 
find  themselves  struggling  with  great  intensity  of  feeling  over  minor  mat- 
ters in  a  most  irrational  way.  This  intensity  of  feeling  about  who  is  to  set 
rules  in  the  marriage  would  seem  to  have  several  sources.  A  major  cause 
is  the  fact  that  any  marital  partner  was  raised  in  a  family  and  so  given 
long  and  thorough  training  in  implicit  and  explicit  rules  for  how  people 
should  deal  with  each  other.  When  a  person  gets  married,  he  attempts 
to  deal  with  a  spouse  who  was  given  training  in  a  different  institution. 
The  couple  must  reconcile  long-term  expectations  which  have  all  the 
emotional  force  of  laws  of  Hfe.  The  wife  raised  in  a  family  where  an  open 
show  of  emotion  was  forbidden  will  become  disturbed  when  her  hus- 
band expresses  his  feelings  strongly,  even  though  she  might  have  mar- 
ried him  because  she  wished  to  move  in  that  direction.  The  husband 
whose  mother  made  an  issue  of  being  an  excellent  housekeeper  may  find 
it  difficult  to  tolerate  a  wife  who  is  not,  and  he  may  take  her  inability  as 
a  personal  comment  on  him  rather  than  mere  inefficiency.  It  is  some- 
times difficult  to  realize  how  subtle  are  the  patterns  we  learn  in  our 
families  where  we  are  exposed  to  millions  of  messages  over  time.  For 
example,  the  "proper"  distance  one  should  stand  from  another  person 
while  talking  to  him  will  vary  from  family  to  family.  A  person  may  feel 
uneasy  because  the  other  person  is  too  close  or  too  far  away  without  ever 
realizing  that  there  is  a  disagreement  in  how  far  apart  they  should  stand. 
The  transition  to  a  person's  own  family  from  a  previous  one  requires 
considerable  compromise  with  inevitable  conflict. 

Describing  marriage  in  terms  of  working  out  rules  for  living  together 
is  another  way  of  describing  marriage  as  a  process  of  definining  relation- 
ships. Any  rule  established  by  a  couple  defines  a  certain  type  of  relation- 
ship. A  rule  that  a  husband  is  to  comfort  his  wife  when  she  is  in  distress 
defines  a  relationship  as  complementary.  Similarly,  an  agreement  that 
the  wife  is  to  have  equal  say  about  the  budget  is  a  mutual  definition  of  a 
symjnetrical  relationship  in  that  area.  In  a  reasonably  successful  marriage 
a  couple  is  capable  of  establishing  both  complementary  and  symmetrical 
relationships  in  various  areas  of  their  marriage.  The  husband  can  take 
care  of  his  wife  and  she  can  accept  this,  the  wife  can  take  care  of  hus- 
band and  he  can  accept  it,  and  they  are  able  to  exchange  the  same  kind 
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of  behavior.  When  a  couple  is  unable  to  form  one  of  these  types  of  re- 
lationships, the  marriage  is  restricted.  If  a  marital  partner  has  had  un- 
fortunate experiences  with  certain  types  of  relationships  in  the  past,  he  or 
she  might  be  unable  to  permit  this  type  in  a  marriage.  For  example,  if 
a  wife  has  been  disappointed  in  complementary  relationships  with  her 
parents,  she  wiU  respond  to  her  husband's  attempts  to  take  care  of  her  in 
a  way  that  indicates  she  would  prefer  a  symmetrical  type  of  relationship. 
A  wife  might  be  unable  to  follow  any  directions  given  by  her  husband  if 
following  directions  in  her  past  cost  her  too  much.  Once  when  a  wife  was 
asked  why  she  did  not  do  what  her  husband  told  her,  she  said,  "Why,  I'd 
just  disappear.  I'd  have  no  identity."  Similarly,  a  husband  might  be  un- 
able to  take  direction  from  his  wife  or  even  let  her  take  care  of  him  when 
he  is  ill  (and  so  retires  only  to  a  sick  bed  when  he  has  collapsed). 
He  may  indicate  that  he  wants  her  to  be  an  equal,  but  does  not  want 
her  to  "mother"  him.  An  inability  to  accept  a  range  of  types  of  relation- 
ships creates  a  marriage  which  is  to  some  extent  a  depriving  situation  for 
both  spouses. 

CONFLICT  IN  MARRIAGE 

Marital  conflict  centers  in  (a)  disagreements  about  the  rules  for  Hving 
together,  (b)  disagreements  about  who  is  to  set  those  rules,  and  (c)  at- 
tempts to  enforce  rules  which  are  incompatible  with  each  other. 

For  a  honeymoon  period  after  marriage  each  spouse  is  willing  to  over- 
look the  disagreements  which  develop.  When  the  husband  is  treated  by 
his  wife  in  a  way  he  does  not  hke,  he  avoids  mentioning  it  for  fear  of 
hurting  her  feelings.  When  the  wife  discovers  some  aspect  of  her  husband 
which  irritates  her,  she  does  not  bring  the  matter  up  because  she  wishes 
to  avoid  conflict.  After  a  period  of  time  the  couple  have  a  rousing 
fight  in  which  they  express  their  opinions.  After  such  a  quarrel,  there  are 
changes  made  and  each  is  wilHng  to  compromise.  Often  they  overcom- 
pensate  by  going  too  far  as  they  give  in  to  each  other  and  this  overcom- 
pensation provides  the  need  for  the  next  conflict. 

If  a  couple  is  unable  to  have  a  fight  and  so  bring  up  what  is  on  their 
minds,  they  are  dealing  with  each  other  by  withdrawal  techniques  and 
avoiding  any  discussion  of  certain  areas  of  their  relationship.  With  each 
avoidance,  the  area  that  cannot  be  discussed  grows  larger  until  ulti- 
mately they  may  have  nothing  they  can  safely  talk  about.  One  of  the 
functions  of  a  marriage  therapist  might  be  to  provoke  a  couple  to  fight 
and  say  what  is  on  their  minds  so  they  do  not  continue  to  punish  each 
other  indirectly  for  crimes  which  have  never  been  brought  up  as  accusa- 
tions. When  a  couple  cannot  fight,  all  issues  which  require  defining  an 
area  of  the  relationship  are  avoided.  The  couple  will  then  eat  together 
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and  watch  television  side  by  side,  but  their  life  has  little  shared  intimacy. 
At  the  other  extreme  a  couple  may  stabilize  into  a  relationship  which 
requires  constant  fighting.  They  repeatedly  share  demonstrations  of 
strong  feeling  for  each  other,  but  they  cannot  reach  amiable  agreement 
on  who  is  to  control  what  in  the  marriage. 

The  more  easily  resolved  conflicts  in  a  marriage  are  those  involving 
which  rules  the  couple  will  follow.  The  two  people  may  disagree  about 
an  aspect  of  hving  together  or  about  how  they  should  deal  with  each 
other,  but  they  can  reach  a  compromise  which  resolves  the  matter. 
Sharing  the  work  about  the  house,  agreeing  on  friends  or  types  of  social 
life,  and  problems  of  consideration  for  each  other  in  various  areas  of  liv- 
ing can  lead  to  disagreement  which  is  reasonably  easy  to  resolve. 

Although  disagreements  tend  to  be  about  which  rules  to  follow,  emo- 
tional fights  tend  to  be  about  who  is  to  make  the  rules  and  this  problem 
is  not  so  easily  solved  by  compromise.  For  example,  a  wife  could  insist 
that  her  husband  hang  up  his  clothes  so  that  she  does  not  have  to  pick 
up  after  him  like  a  servant.  The  husband  might  agree  with  his  wife 
that  she  should  not  be  his  servant,  and  so  agree  to  the  definition  of  the 
relationship,  but  he  still  might  not  agree  that  she  should  be  the  one  to 
give  him  orders  on  what  to  do  about  his  clothes.  What  rule  to  follow  is 
more  easily  discussable  than  who  is  to  make  the  rules  to  follow.  The 
process  of  defining  who  is  to  make  the  rules  in  the  marriage  will  in- 
evitably consist  of  a  struggle  between  any  couple.  The  tactics  in  this 
struggle  are  those  of  any  power  struggle:  threats,  violent  assault,  with- 
drawal, sabotage,  passive  resistance,  and  helplessness  or  physical  inabil- 
ity to  do  what  the  other  wants.  The  struggle  is  by  no  means  pathological; 
it  only  becomes  pathological  if  one  or  the  other  spouse  attempts  to  cir- 
cumscribe the  mate's  behavior  while  indicating  that  he  or  she  cannot  help 
it.  This  type  of  labeHng  requires  symptomatic  behavior  and  is  a  product 
of  pathological  relationships. 

When  the  issue  between  two  people  centers  on  who  is  to  make  the 
rules,  they  will  behave  as  if  basic  rights  are  being  violated.  Similarly,  the 
internal  burning  which  goes  on  within  spouses  who  have  withdrawn  from 
each  other  and  are  not  speaking  will  center  in  conflict  over  who  is  to  de- 
fine what  kind  of  relationship  they  will  have.  Typically  the  two  spouses 
will  be  silent  but  busy  rehearsing  conversation  in  their  heads;  this  con- 
versation will  include  lines  such  as,  "Who  does  he  think  he  is,"  and  "If 
she  thinks  I'll  put  up  with  that  she  has  another  think  coming."  The 
question  of  rights  involves  a  complicated  labeling  procedure  in  any 
discussion.  A  wife  might  not  mind  being  advised  by  her  husband,  and  so 
be  cooperating  in  a  complementary  relationship,  if  he  offers  the  advice 
in  just  the  right  way  or  if  she  has  asked  for  it.  However,  she  may  stoutly 
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oppose  such  a  relationship  if,  her  husband  has  initiated  it  or  insisted  upon 
it.  Similarly,  a  husband  might  be  quite  willing  to  treat  his  wife  as  an 
equal  in  a  certain  area,  but  if  she  demands  that  he  do  so  he  may  lose  his 
willingness.  The  physical  violence  which  can  occur  over  minor  matters  is 
generated  by  a  struggle  at  this  control  level  of  marriage.  Whether  to  go 
to  one  movie  or  another  may  lead  to  threats  of  divorce  when  the  conflict 
centers  on  who  is  to  tell  who  what  to  do  in  the  marriage. 

If  marital  partners  communicated  only  a  single  level  message,  con- 
flicts would  be  more  easily  resolvable  because  cycles  of  conflict  would 
not  be  generated.  For  example,  if  a  husband  bids  only  for  a  complemen- 
tary relationship  and  the  wife  responds  with  only  an  acceptance  or  with 
a  counteroffer  for  a  symmetrical  relationship,  then  the  issue  can  be  re- 
solved between  them.  However,  people  do  not  communicate  only  on  a 
single  level  so  they  offer  each  other  messages  which  define  one  type  of 
relationship  at  one  level  and  an  incompatible  type  of  relationship  at 
another.  The  conflict  produced  cannot  easily  be  resolved  and,  in  fact, 
usually  provokes  a  response  which  perpetuates  the  conflict.  For  example, 
if  a  wife  orders  her  husband  to  dominate  her,  the  couple  is  caught  in  a 
network  of  incompatible  definitions  of  the  relationship.  If  the  husband 
dominates  her  at  her  insistence,  he  is  being  dominated.  To  put  this 
another  way,  if  he  accepts  the  secondary  end  of  a  complementary  rela- 
tionship by  doing  what  she  says,  he  is  faced  with  a  paradox  if  what  she 
says  is  that  he  must  tell  her  what  to  do.  This  is  like  the  paradox  involved 
in  the  statement  "disobey  me."  If  the  respondent  disobeys,  he  is  obey- 
ing and  if  he  obeys  he  is  disobeying.  A  similar  situation  occurs  if  a 
husband  orders  his  wife  to  supervise  or  take  care  of  him.  Similarly,  the 
paradox  occurs  if  a  wife  insists  that  her  husband  assert  himself  in  relation 
to  his  mother  and  not  be  a  "mama's  boy"  by  letting  himself  be  dominated 
by  a  woman.  The  more  he  is  forced  by  his  wife  to  assert  himself  with 
mother,  the  more  he  is  accepting  being  dominated.  Two  incompatible 
types  of  relationships  are  simultaneously  being  imposed.'  Sometimes  a 
Mdfe  will  quite  expHcitly  say  that  she  wants  her  husband  to  dominate  her 
in  the  way  she  tells  him  to— without  reafizing  the  incompatibihty  of  her 
requests. 

The  communication  of  bids  for  two  incompatible  types  of  relationhips 
can  occur  whenever  there  is  an  incompatibility  between  (a)  the  rule 
defining  a  relationship,  and  (b)  the  type  of  relationship  implicit  in  who 
is  defining  the  relationship.  For  example,  if  a  wife  tells  her  husband  to 
pick  up  his  clothes  she  is  indicating  that  their  relationship  should  be 
symmetrical;  each  person  should  pick  up  his  own  clothes.  However, 
when  she  tells  him  to  do  this  she  is  defining  the  relationship  as  comple- 
mentary—she orders  and  he  is  to  follow  the  orders.  The  husband  is  then 
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faced  with  two  diflFerent  definitions  of  the  relationship  so  that  which- 
ever way  he  responds  he  cannot  satisfy  both  requests.  If  he  picks  up  his 
clothes,  accepting  the  symmetrical  definition,  he  is  following  her  direc- 
tions and  so  accepting  a  complementary  definition.  He  cannot  accept 
one  definition  without  the  other  unless  he  comments  on  the  situation  in 
a  way  that  redefines  it.  More  likely  he  will  erupt  in  indignation  while 
uncertain  what  he  is  indignant  about  and  his  wife  will  similarly  be  in- 
dignant because  he  erupts  over  this  simple  request. 

A  further  area  of  conflict  for  a  couple  occurs  if  there  is  an  incompati- 
bility between  (a)  the  metarules  they  establish  for  resolving  disagree- 
ments about  rules,  and  (b)  the  rules  themselves.  For  example,  a  couple 
might  reach  an  agreement  that  whenever  they  are  in  conflict  about  the 
rules  for  dealing  with  each  other,  the  husband  will  make  the  final  deci- 
sion and  set  the  rules.  However,  the  final  decision  he  might  make  could 
be  that  he  and  his  wife  are  to  be  equals,  or  in  a  symmetrical  relationship. 
If  they  are  equals,  he  cannot  be  the  rule  setter,  yet  that  is  the  rule  he 
sets.  Similarly,  a  couple  may  establish  the  rule  that  they  will  resolve 
all  disagreements  in  a  mutually  satisfactory  way— by  discussion  and  com- 
promise. However,  when  the  wife  attempts  to  express  her  opinion  on  a 
particular  issue  the  husband  may  point  out  that  getting  emotional  does 
not  solve  anything  and  since  she  will  not  listen  to  him  he  will  withdraw 
from  the  field.  His  behavior  defining  the  relationship  as  complementary 
on  a  particular  issue  is  incompatible  with  their  agreement  to  handle 
issues  symmetrically,  and  the  result  is  mutual  dissatisfaction  and  indig- 
nation. 

In  summary,  conflict  between  a  married  couple  can  arise  in  several 
areas :  ( a )  conflict  over  what  kind  of  rules  to  follow  in  deahng  with  each 
other  and  so  what  type  of  relationship  to  have,  (b)  conflict  over  who  is 
to  set  the  rules  with  the  types  of  relationships  defined  by  the  ways  this 
conflict  is  worked  out,  and  (c)  a  conflict  over  the  incompatibility  be- 
tween these  two  levels;  a  relationship  defined  in  one  way  on  the  first 
level  conflicts  with  the  relationship  defined  another  way  on  the  other 
level.  Besides  these  conflicts,  another  may  be  generated  by  (d)  an  in- 
compatibility between  the  process  of  working  out  conflicts  and  the  con- 
flicts themselves,  so  that  what  will  be  resolved  at  one  level  is  incompatible 
with  what  can  be  resolved  at  another. 

Almost  any  marital  conflict  which  occurs  can  be  described  within  this 
formal  scheme,  even  though  the  description  is  confined  to  two  levels 
instead  of  the  multiple  levels  of  communication  which  occur  in  human 
relations.  Presumably  too,  this  scheme  would  apply  to  marriages  in 
different  cultures  since  it  is  not  a  description  of  which  rules  a  couple 
follows,  which  would  be  culture-bound,  but  a  description  at  a  more  for- 
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mal  level.  A  couple  in  any  culture  must  deal  with  what  rules  to  follow, 
who  is  to  enact  them,  and  what  rules  to  follow  to  resolve  disagreements. 
In  a  changing  culture  there  will  inevitably  be  more  conflict,  as  there 
will  be  in  cross  cultural  marriages.  The  shift  in  the  status  of  women  in 
America  has  produced  a  breakdown  in  many  of  the  elaborate  ways  of 
defining  relationships  between  men  and  women  which  were  once  taken 
for  granted  as  courtesy  procedures.  As  a  result  a  man  is  often  faced 
with  a  wife  who  insists  that  she  be  treated  as  an  equal  while  simultan- 
eously insisting  that  he  take  charge  of  her  in  a  complementary  relation- 
ship. 

If  one  describes  marital  relationships  in  terms  of  conflicting  levels  of 
communication,  the  description  is  complex,  but  any  less  complex  de- 
scription is  too  oversimplified  to  be  useful.  For  example,  to  describe  a 
marriage  as  one  where  there  is  "a  dominating  wife  and  a  dependent 
husband"  does  not  include  the  idea  that  the  husband  might  be  provok- 
ing his  wife  to  be  dominating  so  that  actually  he  is  "dominating"  what 
type  of  relationship  they  have.  Similarly,  the  "submissive"  wife  can 
actually  be  the  one  who,  by  helpless  maneuvers,  is  managing  whatever 
happens  in  the  relationship. 

The  realm  of  sexual  relations  can  be  used  to  illustrate  typical  pat- 
terns of  conflict  in  a  marital  relationship.  The  inhibitory  processes  in  sex 
are  based  not  only  upon  guilts  which  are  brought  into  the  marriage,  but 
also  are  a  product  of  a  struggle  by  the  two  people  over  the  definition  of 
their  relationship.  The  physical  enjoyment  of  sexual  relations  by  both 
partners  requires  a  rather  intricate  coinciding  of  appropriate  physical 
responses  occurring  in  the  individuals  and  appropriate  behavioral  re- 
sponses to  each  other  provoking  those  physical  respones.  When  there  is 
a  conflict  over  what  kind  of  relationship  the  sexual  act  imphes,  or  over 
who  is  defining  what  kind  it  is,  the  appropriate  responses  are  not  forth- 
coming. 

The  procedure  for  initiating  sexual  relations  can  be  described  to  il- 
lustrate the  types  of  conflicts  which  arise.  One  couple  may  reach  the  im- 
pHcit  agreement  that  the  man  is  to  initiate  sexual  relations  and  the 
woman  is  to  respond  when  he  does.  The  relationship  is  complementary 
on  this  issue— he  offers  and  she  receives,  although  she  may  indirectly  and 
covertly  stimulate  him  to  do  the  initiating.  Another  couple  might  adopt 
the  reverse  arrangement  and  find  it  equally  satisfactory  for  the  wife  to  be 
the  one  who  initiates  sex.  Other  couples  might  define  the  relationship  as 
symmetrical  on  this  issue  and  both  spouses  could  initiate  sexual  relations. 

Conflict  can  occur  under  several  circumstances.  The  spouses  are  in 
conflict  over  the  rules  if  the  husband  indicates  that  he  should  initiate 
sexual  relations  and  the  wife  indicates  that  such  an  arrangement  places 
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her  at  his  beck  and  call  with  no  rights  of  her  own,  thereby  defining 
the  relationship  in  a  more  symmetrical  way.  Or  a  wife  may  indicate 
that  only  the  husband  should  make  overtures,  and  the  husband  could 
be  dissatisfied  with  this  arrangement  because  he  preferred  a  more  sym- 
metrical one.  These  types  of  conflict  over  what  kind  of  relationship  to 
have  tend  to  be  resolved  in  the  ongoing  interaction  of  a  marriage. 
/  However,  the  conflict  at  the  next  level— who  is  to  define  what  kind  of 
relationship  they  will  have,  is  less  easily  resolved.  For  example,  if  a  wife 
turns  her  back  on  her  husband  in  bed,  assuming  that  if  he  is  interested 
in  sexual  relations  he  will  turn  her  over,  the  husband  might  assume  from 
her  behavior  that  she  is  not  interested  in  sexual  relations  and  so  he 
does  not  turn  her  over.  Both  spouses  can  then  feel  that  the  other  is 
disinterested,  and  both  can  feel  righteously  indignant.  If  this  conflict  is 
at  the  level  of  what  kind  of  relationship  to  have,  it  can  be  resolved  as  a 
misunderstanding.  Discussion  and  correction  of  the  signals  involved  will 
lead  to  more  amiable  relations."  However,  if  the  couple  is  in  a  struggle 
over  who  is  to  define  the  type  of  relationship,  discussion  of  the  situation 
will  not  necessarily  reheve  the  problem.  After  discussion,  the  wife  may 
still  feel  that  it  is  a  law  of  hfe  that  only  the  man  initiates  sexual  relations, 
and  she  will  not  let  him  impose  a  different  relationship  upon  her.  The 
husband  may  continue  to  feel  that  he  will  not  impose  himself  upon 
his  wife  until  she  has  expressed  some  interest,  and  she  is  not  going  to 
tell  him  how  to  conduct  himself.  In  this  struggle  he  might  label  her  as 
frigid  and  she  might  label  him  as  unmanly. 

When  a  couple  is  in  a  struggle  over  who  is  in  control  of  the  relation- 
ship, the  pleasure  of  sexual  relations  becomes  a  peripheral  matter,  if  it  is 
there  at  all.  Sexual  relations  become  merely  a  way  of  working  out  the 
conflict  over  the  relationship.  For  example,  if  a  wife  feels  that  she  is 
placed  in  a  secondary  position  when  her  husband  initiates  sexual  rela- 
tions because  he  is  dominating  her,  she  may  follow  several  tactics; 
she  may  refuse  him,  she  may  be  unresponsive  to  him,  or  she  may  initiate 
sexual  relations  herself.  If  she  refuses  him,  the  husband  may  respond  as 
if  his  rights  have  been  violated  and  make  no  more  overtures  for  a  period, 
laying  the  groundwork  for  future  problems.  If  she  is  unresponsive,  he 
may  withdraw,  he  may  become  more  tentative  in  future  approaches  to 
indicate  that  sexual  relations  will  be  really  on  her  terms,  or  he  may 
confine  himself  to  only  responding  if  she  makes  overtures.  If  angry 
enough,  he  may  be  unresponsive  when  she  initiates  sexual  relations  as  a 
retaliation  for  her  previous  unresponsiveness. 

The  process  of  working  out  a  sexual  problem  is  part  of  the  larger 
problem  of  defining  a  relationship  in  a  mutually  satisfactory  way.  The 
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subtle  maneuvers  which  take  place  between  a  married  couple  as  a  pre- 
liminary to  the  sexual  act  are  formally  similar  to  other  procedures  in 
their  hves  together.  The  wife  who  cannot  say  "no"  to  her  husband  and^'^ 
therefore  often  cooperates  in  sex  reluctantly  will  behave  in  a  similar 
way  in  other  areas  of  their  life  together.  The  wife  who  "tests"  her  hus- 
band by  showing  reluctance  "to  see  if  he  is  really  interested,"  will  tend 
to  follow  a  similar  pattern  in  sexual  relations  or  on  the  question  of  going 
out  to  dinner  together.  A  husband  who  is  tentative  in  his  advances  in 
sex  and  overalert  to  his  wife's  moods  will  tend  to  deal  with  her  in  a  simi- 
lar way  in  the  joint  task  of  purchasing  something  for  the  house.  The 
explicit  sexual  aspects  of  a  marriage  need  not  necessarily  be  dealt  with 
in  marriage  therapy:  as  the  couple  work  out  their  relationships  in  other 
areas,  the  sexual  area  becomes  less  conflictual. 

The  existence  of  symptomatic  behavior  in  a  spouse  handicaps  any 
working  out  of  a  sexual  relationship.  The  woman  who  frequently  de- 
velops low  back  pain,  dizziness  when  she  Hes  down,  or  anxiety  speUs 
at  appropriate  times  can  prevent  sexual  relations  from  occurring  except 
precisely  on  her  own  terms  in  her  own  time.  The  husband  carmot  im- 
pose upon  her  on  his  terms  without  appearing  a  cad.  However,  the ' 
problem  is  diflScuIt  to  work  out  because  attempts  to  improve  the  situation 
meet  the  problem  that  a  symptom  by  definition  is  something  the  person 
"cannot  help."  If  a  wife  should  indicate  to  her  husband,  "approach  me 
differently  and  I'll  be  more  responsive,"  he  can  do  so  or  argue  the 
point.  If  she  indicates,  "I  have  this  terrible  headache"  at  a  time  when 
he  is  making  overtures  to  her,  he  can  only  withdraw  in  exasperation 
but  be  unable  to  blame  her  or  resolve  the  problem.  Similarly,  impotence 
or  ejaculatio  praecox  in  the  male  places  the  wife  in  the  position  of  con- 
stantly risking  disappointment  if  she  attempts  to  arrange  sexual  relations. 
She  must  let  sexual  relations  occur  on  her  husband's  terms,  and  yet  she 
cannot  blame  him  for  something  he  cannot  help.*^  The  spouse  of  a  patient 
with  symptoms  is  faced  with  incompatible  messages:  his  behavior  is 
circumscribed  by  his  mate,  but  at  the  same  time  it  is  not  circumscribed 
by  the  mate  because  the  mate's  behavior  is  labeled  as  "involuntary." 

When  paradoxical  communication  occurs  in  a  marriage,  the  conflicts 
are  the  most  diflBcult  type  for  a  couple  to  resolve  on  their  own.  Such  sit- 
uations not  only  occur  with  symptoms,  but  with  any  incompatible  set  of 
messages.  For  example,  a  paradox  occurs  when  a  husband  indicates  that 
his  wife  should  show  an  interest  in  sex  and  initiate  the  activity,  but  when 
she  does  he  behaves  unresponsively  because  she  is  being  demanding 
and  managing.  If  a  husband  receives  his  wife's  advances  as  too  demand- 
ing and  her  absence  of  advances  as  prudishness,  the  wife  is  wrong 
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whatever  she  does.  Similarly,  a  wife  may  encourage  her  husband  to 
initiate  sexual  relations  but  when  he  does  she  may  indicate  that  he  is 
imposing  on  her,  yet  if  he  does  not,  that  he  is  disinterested  in  her. 

When  these  paradoxes  occur  in  the  sexual  area  they  represent  themes 
which  appear  throughout  the  marriage  as  incompatible  definitions  of 
the  relationship.  A  husband  is  defining  the  relationship  as  symmetrical 
when  he  encourages  his  wife  to  initiate  sexual  relations,  and  if  he  also 
indicates  she  should  not  do  so,  he  defines  the  relationship  as  comple- 
mentary. These  two  incompatible  definitions  in  this  area  place  the  wife 
in  a  paradoxical  situation:  whichever  way  she  responds,  agreeing  to 
his  definition  of  the  relationship,  will  be  opposed  by  him  as  a  wrong 
definition.  The  wife  might  find  a  solution  by  posing  incompatible  defini- 
tions of  the  relationship  in  return.  She  might  do  this  in  "normal"  ways 
or  by  developing  symptoms.  As  an  example  of  a  "normal"  way  to  offer 
an  incompatible  definition  of  the  relationship  in  response,  the  wife  might 
talk  about  initiating  sex,  and  so  define  the  relationship  as  symmetrical, 
but  leave  all  such  initiating  up  to  her  husband,  and  so  define  the  relation- 
ship as  complementary.  Or  she  might  indicate  an  interest  in  sexual  rela- 
tions and  then  appear  indifferent  so  that  her  husband  must  pursue  her; 
she  has  then  initiated  sexual  relations,  but  she  also  has  not  since  the 
major  move  resides  with  him. 
^,  Symptoms  can  be  seen  as  a  product  of,  or  a  way  of  handling,  a  rela- 
tionship in  which  there  are  incompatible  definitions  of  the  relationship. 
It  is  easy  to  assume  that  a  wife's  symptoms  which  interfere  with  sexual 
relations  are  only  expressions  of  her  guilts  and  fears  about  sex,  but 
she  might  be  demanding  less  of  her  husband  in  this  involuntary  way 
because  he  has  indicated  that  she  should  (in  such  a  way  that  she  cannot 
accuse  him  of  doing  so).  If  a  husband  asks  his  wife  to  .show  an  interest 
in  sexual  relations  and  opposes  her  when  she  does,  the  wife  can  become 
unable  to  because  of  symptomatic  distress.  Similarly,  a  wife  who  cannot 
tolerate  "surrendering"  to  her  husband  in  a  complementary  relationsliip 
but  insists  that  he  take  charge  in  the  relationship,  can  produce  impotency 
in  the  husband  as  a  convenience  to  them  both.  If  one  is  asked  to  do 
something  and  not  do  it  at  the  same  time^-a  possible  response  is  to  be 
unable  to  do  it— which  means  indicating  that  one's  behavior  is  involun- 
tary. The  physiology  of  the  human  being  seems  to  cooperate  in  this 
situation  even  to  the  point  of  producing  somatic  symptoms. 

RESISTANCE  TO  CHANGE 

A  married  couple  in  diflBculty  cannot  be  rational  about  the  matter. 

•^  Both  husband  and  wife  might  know  perfectly  well  how  they  could  treat 

each  other  to  relieve  their  distress,  despite  an  appearance  of  misunder- 
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standing,  but  they  continue  to  provoke  discomfort  in  themselves  and 
each  other.  When  a  therapist  tries  to  bring  about  a  change,  he  finds  two 
central  problems  that  inhibit  a  shift  in  the  relationship. 

One  problem  in  the  way  of  change  is  a  couple's  persistence  in  protect- 
ing each  other.  Although  they  could  be  making  w^ild  attacks  upon  one 
another,  or  be  appearing  to  tear  each  other  dov^ni  constantly,  a  little 
probing  usually  reveals  that  they  are  protecting  each  other  in  a  variety 
of  ways,  thus  keeping  the  system  stable.  For  example,  a  wife  who  was 
the  manager  in  a  marriage  would  insult  her  husband  for  his  drinking, 
lack  of  consideration,  bad  behavior,  and  general  boorishness.  Alone  with 
the  therapist  one  day  she  said  the  real  problem  was  the  fact  that  her 
husband  was  just  a  big  baby  and  she  was  tired  of  mothering  him.  When 
the  therapist  asked  why  she  had  not  brought  this  up  in  a  session  with 
her  husband  present,  the  woman  was  shocked  at  the  idea  of  hurting  his 
feelings  in  that  way.  Yet  she  was  consistently  indicating  that  he  was  a 
baby  in  her  eyes  without  ever  making  the  accusation  exphcit  so  the 
husband  could  deal  with  it. 

One  of  the  functions  of  an  angry  quarrel  in  a  marriage  would  seem  to 
be  to  give  the  participants  permission  to  stop  protecting  each  other 
temporarily.  Typically  a  wife  and  husband  will  let  each  other  know 
what  areas  are  too  sensitive  for  discussion.  When  one  of  these  areas  is 
touched  upon,  they  will  respond  in  an  anxious  or  angry  way  so  that 
further  discussion  will  not  occur.  When  a  spouse  finds  one  of  these  un- 
discussable  areas  to  be  a  central  problem  in  their  relationship,  he  or 
she  often  will  not  discuss  it  because  of  the  other  person's  sensitivity  there. 
Yet  often  a  change  can  occur  only  if  there  is  discussion,  not  necessarily 
because  understanding  is  brought  about,  but  because  a  change  is  being 
made  in  the  rules  for  who  is  to  talk  about  what.  That  is,  if  a  wife  has 
established  the  impHcit  rule  that  something  is  not  to  be  discussed  and 
then  the  husband  discusses  it,  his  act  of  discussing  it  signifies  a  change 
in  the  relationship  quite  independent  of  whatever  enhghteimient  may 
occur  because  of  the  discussion. 

Although  it  might  be  considered  a  natural  aspect  of  marriage  that  the 
couple  protect  each  other,  there  are  aspects  of  protectiveness  which  are 
not  so  amiable.  If  a  wife  does  not  discuss  something  because  she  feels 
her  husband  cannot  tolerate  it,  she  will  be  exhibiting  a  lack  of  respect 
for  him  which  may  be  unjustified  and  which  he  will  feel  as  patronizing. 
The  problem  in  the  marriage  can  center  more  in  her  lack  of  respect 
for  her  husband  than  it  does  in  the  content  of  the  sensitive  area.  Similarly, 
if  a  wife  restrains  her  own  abihties  and  accomplishments  so  that  she 
will  not  outshine  her  husband,  she  is  not  necessarily  doing  him  a  favor. 
For  example,  a  wife  decided  not  to  continue  in  school  and  get  a  higher 
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degree  because  she  would  then  have  had  a  higher  academic  status  than 
her  husband.  When  a  wife  decides  to  restrain  herself  for  such  a  pur- 
pose, not  only  will  she  be  patronizing  her  husband,  but  she  may  be  using 
this  protection  as  an  excuse  when  there  are  a  number  of  other  reasons 
why  she  would  not  seek  a  higher  degree.  Usually  if  one  mate  is  protec- 
tive of  another,  there  are  unexpressed  needs  being  served.  For  example, 
there  may  be  a  bargain  involved.  If  a  man  protects  his  wife  on  a  certain 
issue,  it  is  often  with  the  impHcit  agreement  that  she  will  therefore 
protect  him  on  another  issue.  This  may  be  all  right  unless  the  marriage 
is  in  distress.  Such  a  state  usually  indicates  that  one  or  the  other  is 
getting  the  poorer  part  of  the  bargain.  Should  one  cease  such  protection, 
the  other  does  also  and  changes  can  occur.  A  further  aspect  of  protection 
is  the  confusion  that  occurs  over  who  is  protecting  whom.  Rather  typi- 
cally, if  a  spouse  prefers  not  to  discuss  something  to  protect  the  other 
spouse,  there  is  self-deceit  involved.  For  example,  a  husband  might  indi- 
cate that  his  wife  cannot  tolerate  a  discussion  of  sex  when,  in  fact,  he  is  the 
one  who  becomes  uncomfortable  in  such  a  discussion,  but  his  wife  will 
accept  the  label  as  the  sensitive  one. 

One  of  the  more  severe  forms  of  resistance  to  change  in  a  marriage 
occurs  with  the  development  of  symptoms  in  one  or  both  of  the  part- 
ners. The  symptom  is  then  used  by  the  couple,  as  a  disturbed  child  is 
used  in  a  family,  to  avoid  defining  their  relationship  and  so  avoid  deal- 
ing with  the  marital  distress.  Typically  the  couple  will  say  they  would 
be  perfectly  happy  if  it  were  not  for  the  husband's  headaches  or  if  it 
were  not  for  the  wife's  anxiety  attacks.  However,  as  the  symptom  is 
alleviated,  they  do  not  evidence  this  happiness;  in  fact  their  conflict 
might  increase  to  the  point  where  the  disappearance  of  the  symptom  may 
mean  separation  or  divorce.  Psychotherapists  who  see  only  individuals 
are  hkely  to  miss  discovering  how  a  relationship  with  an  intimate  family 
member  profoundly  effects  the  patient's  rate  of  improvement. 

Typically,  symptoms  not  only  protect  the  individual  as  an  intrapsychic 
defense,  but  they  also  protect  the  marital  partner  and  the  marriage  itself. 
A  woman  with  a  variety  of  hysterical  symptoms  was  treated  by  inter- 
views with  husband  and  wife  together.  The  husband  was  reluctant  to 
enter  therapy  because  he  insisted  the  problems  resided  in  his  wife,  not 
in  himself,  or  the  marriage.  The  wife  too  indicated  that  she  could  not 
see  the  relevance  of  her  husband  to  the  physical  distress  she  was  ex- 
periencing. As  her  symptoms  improved,  the  couple  began  to  fight  more 
openly.  The  wife's  dissatisfactions  became  more  easily  expressed.  In  the 
process  of  treatment,  the  woman  revealed  almost  accidently  that  for 
many  years  she  had  also  suffered  from  claustrophobia.  Since  she  could 
not  ride  in  an  elevator,  the  couple  could  not  go  for  a  drink  at  a  popular 
bar  on  the  top  of  a  tall  building.  As  the  woman  was  encouraged  in  the 
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interview  toward  planning  a  drink  at  the  top  of  that  building,  both  she 
and  her  husband  became  rather  anxious.  The  woman  said  her  symptom 
was  not  at  all  an  inconvenience  and  she  would  prefer  to  retain  it.  Fur- 
ther inquiry  revealed  that  the  husband  su£Fered  from  a  fear  of  heights. 
However,  no  issue  was  ever  made  of  this  fear  because  of  the  "agree- 
ment" between  the  two  of  them  that  she  had  problems  and  he  did  not. 
Should  this  woman  overcome  her  fear  of  enclosed  places  and  ride  an 
elevator,  she  would  expose  her  husband's  inability  to  go  with  her. 
Such  an  admission  would  require  a  revision  of  a  basic  premise  that 
their  marriage  was  a  complementary  relationship  with  the  husband  the 
strong  one  and  the  wife  the  one  with  symptoms  and  difficulties. 

One  finds,  if  he  explores  a  symptomatic  marriage,  that  one  spouse  ^ 
characteristically  has  symptoms  which  are  integrated  with  the  symptoms 
of  the  other  spouse.  For  example,  a  husband  who  feared  he  was  going 
to  die  at  any  moment  from  heart  failure  could  be  seen  as  a  classic  heart 
phobia  case  if  he  was  seen  alone.  If  his  wife  was  seen  briefly,  it  would 
be  noted  that  she  was  doing  her  best  in  a  difficult  situation.  However, 
treating  wife  and  husband  together  a  different  picture  appears.  In  this 
case  it  became  apparent  that  the  wife  regularly  evidenced  withdrawal 
and  depression.  It  was  at  those  moments  when  the  wife  was  depressed 
and  withdrawn  that  the  husband  began  to  make  an  issue  of  his  heart 
by  taking  his  pulse  and  asking  her  to  call  the  doctor.  The  wife  then 
became  angry  and  upset,  reassuring  him  that  his  heart  was  all  right, 
but  she  would  come  out  of  the  depression.  When  the  husband  felt  all 
right,  the  wife  would  begin  to  be  withdrawn  and  depressed  again.  Al- 
though the  wife's  depression  was  related  to  having  a  husband  with  a 
heart  phobia,  his  phobia  was  also  related  to  her  depression.  Improve- 
ment in  one  of  the  spouses  can  be  a  severe  threat  to  the  other  or  to  the 
marriage. 

Actually  it  is  impossible  for  one  spouse  to  have  severe  symptoms 
without  the  other  being  integrated  into  the  situation,  but  sometimes  the 
cooperative  aspects  of  a  symptom  may  not  be  immediately  apparent. 
For  example,  a  wife  can  seem  to  be  inadequate  and  helpless  because  of 
her  emotional  problems,  but  exploration  reveals  an  even  more  helpless 
and  inadequate  husband  who  is  constantly  required  by  his  wife's  difficul- 
ties to  maintain  the  fiction  that  he  is  taking  care  of  her.  Often  in  such 
cases,  despite  the  wife's  helpless  incapacity,  one  finds  that  she  handles 
the  budget,  organizes  the  family  activities,  deals  with  the  outside  world, 
and  generally  manages  the  home.  The  credit  for  strength  in  the  family, 
however,  is  handed  to  the  man  by  man  by  mutual  agreement. 

In  this  type  of  marriage  the  wife  will  often  have  symptoms  when  the 
husband  is  so  shaken  by  something  in  his  life  that  he  is  threatened  with  a 
breakdown  or  the  development  of  symptoms.  At  that  moment  the  wife 
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has  her  problems  and  the  man  must  pull  himself  together  to  help  her. 
Occasionally  the  wife  can  have  symptoms  at  the  time  the  husband  takes 
a  step  forward  and  begins  to  assert  himself  with  more  self-confidence  in 
the  marriage.  As  he  makes  more  demands  upon  her,  the  wife  will  gain 
control  of  the  relationship  by  becoming  too  "ill"  to  meet  the  demands. 
Sometimes  these  two  circumstances  occur  simultaneously;  the  husband 
experiences  some  success  in  his  field  of  endeavor  which  causes  him  to 
assert  himself  more  at  home  and  at  the  same  time  shakes  him  because  of 
his  uneasiness  about  added  responsibilities.  As  he  oscillates  between 
breaking  down  under  the  threat  of  greater  success  and  becoming  more 
self-assertive,  he  offers  his  wife  incompatible  definitions  of  the  relation- 
ship and  she  cooperates  by  developing  symptoms  which  stabihze  the 
situation. 

An  example  of  this  type  of  situation  is  the  graduate  student  who  re- 
ceives his  degree  and  begins  his  first  job.  Threatened  with  a  change  in 
his  relationship  to  the  world  because  he  must  go  out  and  deal  with  peo- 
ple as  an  equal  adult  after  years  as  a  student,  he,  in  this  time  of  success, 
enters  a  crisis.  In  the  case  of  a  particular  student,  the  wife,  who  had 
been  supporting  him  through  college,  was  the  one  who  collapsed.  She 
was  suddenly  faced  with  a  shift  in  their  relationship  as  he  went  to  work 
and  started  supporting  her.  He  became  both  more  assertive  at  home 
and  more  shaken  by  his  new  responsibilities  in  hfe.  At  the  moment  he 
was  expressing  his  uncertainty  about  leaving  his  new  job  and  going  back 
to  school,  the  wife  had  anxiety  attacks.  She  was  unable  to  continue  work 
because  of  these  anxiety  attacks,  or  even  to  leave  the  house  alone,  and 
so  he  was  required  to  continue  in  his  new  job  and  support  her.  When  the 
wife  moved  in  the  direction  of  getting  on  her  feet,  the  husband  indicated 
he  might  collapse.  Yet  when  the  husband  attempted  to  take  more  charge 
of  the  marriage,  which  the  wife  indicated  she  wished,  she  would  be- 
come uncooperative  but  indicated  she  "could  not  help  it."  Whenever 
the  couple  began  to  deal  with  their  conflicts  with  each  other,  the  wife 
would  indicate  that  she  would  respond  to  her  husband  differently  if  it 
were  not  for  her  anxiety.  The  husband  would  indicate  that  the  problem 
was  not  between  them  but  centered  in  her  internal  anxiety.  As  long  as 
the  couple  maintained  an  emphasis  upon  the  wife's  symptoms  when 
threatened  with  change,  the  marital  relationship  could  not  be  worked 
out  in  a  more  satisfying  way. 

THERAPEUTIC  INTERVENTION 

The  typical  marriage  therapist  brings  a  couple  together  and  tells  them 
he  wants  them  to  talk  and  correct  the  misunderstandings  which  have 
arisen,  to  express  their  feehngs,  and  to  gain  some  insight  into  their 
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difficulties.  However,  merely  because  this  procedure  for  change  is  out- 
Hned  to  the  married  couple  does  not  necessarily  mean  that  therapeutic 
change  is  brought  about  by  self-expression,  correcting  misunderstandings, 
or  gaining  insight  into  difficulties.  The  explanation  to  a  patient  of  what 
will  bring  about  change  need  not  be  confused  with  what  actually  brings 
about  a  change. 

The  argument  that  insight  and  self-understanding  is  the  primary  factor 
in  producing  change  cannot  be  sufficiently  supported.  Some  couples  will 
undergo  a  change  from  following  directives  without  insight.  Other  cou- 
ples will  evidence  considerable  understanding,  particularly  of  their  un- 
conscious motivations  and  the  effects  of  the  past  on  their  present  be- 
havior, and  yet  they  will  continue  to  behave  in  distressing  ways.  More 
important,  understanding  and  self-expression  cannot  be  separated  from 
the  effects  of  the  therapeutic  context  in  which  they  occur.  Shifts  in  rela- 
tionships with  the  therapist  can  effect  a  change  which  appears  as  a  shift 
in  understanding.  For  example,  a  wife  can  "discover"  that  she  is  un- 
wilHng  to  let  her  husband  be  the  authority  in  the  home  because  of  the 
inadequacies  of  her  father  in  the  past.  However,  when  she  makes  this 
discovery  in  the  therapeutic  context,  she  will  be  presenting  the  idea 
to  the  therapist  and  so  accepting  him  as  the  authority  on  the  point  she 
is  making.- What  change  occurs  may  not  be  brought  about  by  her  self- 
understanding  but  by  her  acceptance  of  the  therapist  as  an  authority 
.  when  she  has  never  allowed  anyone  to  be  in  that  position  with  her. 

THE  EFFECT  OF  THE  THIRD  PERSON 

When  a  couple  comes  to  a  marriage  therapist,  changes  can  occur  in 
their  relationship  because  of  the  mere  existence  of  the  therapeutic  tri- 
angle. The  marital  partners  may  have  various  motivations  for  entering 
therapy,  including  a  determination  to  prove  that  the  other  is  the  villain 
in  the  marriage.  The  ways  spouses  attempt  to  use  third  parties  are  often 
what  needs  to  be  changed  about  their  relationship.  Most  couples  have 
managed  to  use  in-laws,  intimate  friends,  or  children  against  each  other: 
A  marriage  therapist,  by  dealingjairly  with  each  spouse,  deals  differently 
with  them  than  others  have.'^y  not  letting  himself  be  provoked  into 
condemning  either  marital  partner,  the  therapist  disarms  a  couple  and 
prevents  many  of  their  usual  maneuvers.  (Actually  on  the  basis  of  his 
fee  alone  the  therapist  is  involved  in  a  different  way  with  a  couple  than 
family  members  can  be. ) 

/-/The  mere  presence  of  the  therapist,  as  a  fair  participant,  requires  the 
spouses  to  deal  with  each  other  differently.  Each  spouse  must  respond 
to  both  therapist  and  mate  instead  of  merely  to  mate.  For  example,  a 
husband  who  handles  his  wffe  by  withdrawing  into  silence  will  find  that 
he  cannot  easily  continue  with  this  maneuver  in  the  therapy  setting.  In- 
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stead  of  being  incapacitated  by  his  silence,  the  wife  can  discuss  it  with 
the  therapist  and  use  it  to  prove  her  point.  The  husband  must  change 
his  tactics  to  deal  with  both  people.  Many  maneuvers  a  spouse  habitually 
uses  to  provoke  a  response  in  his  partner  can  lose  their  eflFectiveness 
when  used  against  two  people  at  once,  particularly  if  the  third  party 
is  not  easily  provoked. 

Although  it  is  not  possible  for  a  marriage  therapist  to  be  "objective" 
with  a  couple  since  he  rapidly  becomes  a  participant  in  the  interaction, 
it  is  possible  for  him  to  side  with  one  spouse  and  then  with  another  and 
so  be  fair.  It  is  convenient  for  some  therapists  to  argue  that  they  do  not 
take  sides  in  a  marital  struggle  but  merely  "reflect"  back  to  the  couple 
what  they  are  expressing.  Such  an  argument  requires  considerable  naivete. 
If  a  therapist  hstens  to  a  wife's  complaints  and  then  turns  to  her  husband 
and  says,  "How  do  you  feel  about  that?"  he  cannot  make  his  classic 
statement  without  his  inquiry  being  in  some  sense  directive.  A  therapist 
cannot  make  a  neutral  comment;  his  voice,  his  expression,  the  context, 
or  the  mere  act  of  choosing  a  particular  statement  to  inquire  about  in- 
troduces directiveness  into  the  situation.  When  the  therapist  is  being 
directive,  coalition  patterns  are  being  defined  and  redefined,  and  a  cru- 
cial aspect  of  this  type  of  therapy  is  continually  changing  coalition  pat- 
terns between  therapist  and  each  spouse.  The  wife  who  drags  her  husband 
into  marriage  therapy  soon  finds  that  the  therapist  does  not  join  her  in 
condemnation  of  the  fellow,  and  the  dragged-in  husband  discovers  with 
some  relief  that  the  focus  also  shifts  to  how  dijfficult  his  wife  can  be. 
^  A  further  effect  of  the  presence  of  the  therapist  is  the  change  brought 
about  by  each  spouse  when  he  has  the  opportunity  to  observe  the  other 
dealing  with  the  therapist.  For  example,  a  man  who  had  paid  little 
attention  to  his  wife's  protests  must  sit  and  observe  an  authority  figure 
treat  her  in  a  symmetrical  way  by  paying  careful  attention  to  what  she 
says  and  encouraging  her  to  say  more.  Not  only  do  questions  of  coalition 
arise  in  such  circumstances,  but  a  model  is  being  set  for  the  spouse. 
Similarly,  a  therapist  can  prevent  a  wife  or  husband  from  dealing  with 
him  the  way  he  or  she  has  habitually  provoked  the  marriage  partner.  For 
example,  by  commenting  on  how  he  is  being  handled  the  therapist 
can  set  a  model  for  dealing  with  such  provocations. 

The  difficulty  a  couple  have  in  accepting  a  complementary  relation- 
ship with  each  other  is  profoundly  affected  by  the  fact  that  they  place 
themselves  individually  and  collectively  in  a  complementary  relation- 
ship with  a  marriage  therapist  by  asking  for  his  services.  When  the  ther- 
apist cooperates  in  such  a  relationship  by  taking  charge,  as  most  mar- 
riage therapists  tend  to  do,  he  is  accepting  this  type  of  relationship. 
Although  such  a  therapist  is  not  necessarily  overtly  authoritarian,  in 


MARBIAGE   THERAPY  139 

fact  that  may  not  be  wise  or  possible  except  in  special  circumstances, 
he  is  willing  to  listen  and  explore  the  problems  and  oflFer  directives  like 
the  expert  he  is  expected  to  be^tf  a  couple  is  to  pay  attention  to  him, 
he  must  be  an  authority  figure,  although  not  so  omnipotent  that  it  is 
necessary  for  the  couple  to  topple  him.  Their  acceptance  of  an  authority 
figure,  and  therefore  the  acceptance  of  a  complementary  relationship, 
becomes  a  part  of  the  process  of  working  out  types  of  relationships  with 
each  other. 

DEFINING  THE  RULES 

'^  Besides  intervening  in  a  marriage  merely  by  being  present,  a  marriage 
therapist  will  actively  intervene  by  relabehng  or  redefining,  the  activity 
of  the  two  people  with  each  other.  In  the  early  stages  of  treatment  his 
comments  and  directives  tend  to  be  permissive  as  he  encourages  the 
couple  to  express  themselves  in  a  context  where  each  will  have  a  fair 
hearing.  ''Accusations  and  protests  are  nurtured  so  that  as  much  as  pos- 
sible is  made  expHcit.  One  way  of  encouraging  a  more  free  discussion 
is  to  define  the  consultation  room  as  a  special  place,  a  "no  man's  land," 
where  the  rules  are  different  from  ordinary  situations.  In  this  special 
place  it  is  appropriate  to  bring  up  matters  which  they  have  on  their 
minds  but  have  avoided  discussing.  Although  this  framing  of  the  ther- 
apy situation  appears  a  mild  directive,  couples  will  often  accept  the  idea 
that  they  can  protect  each  other  less  in  that  room.  Sometimes  a  therapist 
may  forbid  the  couple  to  discuss  certain  topics  between  sessions  so  that 
only  in  that  special  place  are  they  discussed. 

As  a  couple  express  themselves,  the  therapist  comments  upon  what 
they  say.  His  comments  tend  to  be  the  following:  those  comments 
which  emphasize  the  positive  side  of  their  interaction  together,  and 
those  comments  which  redefine  the  situation  as  different  from,  if  not 
opposite  to,  the  way  they  are  defining  it. 

An  emphasis  upon  the  positive  typically  occurs  when  the  therapist 
redefines  the  couple's  motives  or  goals.  For  example,  if  a  husband  is 
protesting  his  wife's  constant  nagging,  the  therapist  might  comment  that 
the  wife  seems  to  be  trying  to  reach  her  husband  and  achieve  more 
closeness  with  him.  If  the  wife  protests  that  her  husband  constantly 
withdraws  from  her,  the  husband  might  be  defined  as  one  who  wants  to 
avoid  discord  and  seeks  an  amiable  relationship.  Particularly  savage  ma- 
neuvers will  not  be  minimized  but  may  be  labeled  as  responses  to  dis- 
appointment (rather  than  the  behavior  of  a  cad).  In  general,  whenever 
it  can  be  done,  the  therapist  defines  the  couple  as  attempting  to  bring 
about  an  amiable  closeness  but  going  about  it  wrongly,  being  misunder- 
stood, or  being  driven  by  forces  beyond  their  control.  The  way  the 
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couple  characterize  each  other  may  also  be  redefined  in  a  positive  way. 
I£  a  husband  is  objecting  to  his  wife  as  an  irresponsible  and  disorganized 
person,  the  therapist  might  define  these  characteristics  as  feminine.  If 
the  husband  is  passive  and  inactive,  he  can  be  defined  as  stable  and 
enduringlT  When  the  therapist  relabels  a  spouse  in  a  positive  way,  he  is 
not  only  providing  support,  but  he  is  making  it  diflScult  for  the  couple  to 
continue  their  usual  classification.  In  addition,  when  the  therapist  rede- 
fines a  spouse,  he  is  labeling  himself  as  the  one  who  classifies  the  couple. 
i^By  emphasizing  the  positive,  he  does  his  classifying  in  such  a  way  that 
they  cannot  easily  oppose  him. 

The  other  type  of  comments  by  the  therapist  emphasize  the  opposite  of 

''  what  the  couple  is  emphasizing.  If  both  husband  and  wife  are  protesting 
that  they  remain  married  only  because  they  must,  for  religious  reasons 
or  for  the  children's  sake,  the  therapist  focuses  upon  the  voluntary  aspects 
of  their  relationship.  Emphasizing  how  they  chose  each  other  and  have 
remained  together  for  many  years,  he  minimizes  the  compulsion  in  the 
relationship.  When  husband  and  wife  are  protesting  that  their  relation- 
ship is  strictly  voluntary  and  they  can  separate  at  any  time,  the  therapist 
indicates  that  they  have  remained  together  so  long  despite  their  diflBcul- 
ties  and  they  obviously  have  a  deep  unwillingness  to  end  their  associa- 
tion. 

The  therapist  also  relabels  the  type  of  relationship  of  a  couple.  If  a 
wife  protests  that  she  is  the  responsible  one  in  the  family  and  must 

•/  supervise  her  husband,  the  therapist  not  only  commiserates  with  her  for 
depriving  herself  by  cooperating  in  this  arrangement,  but  he  also  points 
out  the  husband's  supervision  and  responsible  acts.  In  addition,  he  might 
suggest  to  the  wife  that  the  husband  is  arranging  that  she  be  the  respon- 
sible one,  thereby  raising  the  question  who  is  supervising  whom.  Simi- 
larly, if  a  husband  labels  his  wife  as  the  helpless  one,  the  therapist  points 
them  in  the  direction  of  discovering  who  gets  her  own  way.  By  subtly 
focusing  upon  the  opposite,  or  a  diflFerent,  aspect  of  a  relationship,  the 
therapist  undermines  the  couple's  typical  ways  of  labeling  the  relation- 
ship and  they  must  define  it  in  a  different  way  and  so  undergo  a  change. 
y  A  further  product  of  encouraging  a  couple  to  talk  about  each  other  is 
to  make  exphcit  many  of  the  implicit  or  covert,  marital  rules.  When 
they  are  exphcit,  they  are  more  diflBcult  to  follow.  For  example,  if  an 
imphcit  agreement  between  a  couple  is  that  they  will  visit  his  in-laws 
but  not  hers,  the  therapist  might  inquire  whether  they  both  prefer  this 
arrangement.  If  they  have  not  discussed  the  matter  explicitly,  an  issue 
is  then  raised  where  a  decision  can  be  made.  Similarly,  there  may  be 
an  implicit  agreement  that  the  wife  never  lets  her  husband  speak.  When 
the  therapist  points  out  that  the  wife  seems  to  be  interrupting  her  hus- 
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band  before  he  has  a  chance  to  say  what  is  on  his  mind,  the  wife 
will  be  less  able  to  do  so,  even  though  the  therapist  is  not  suggesting  a 
change  but  "merely"  commenting  on  what  is  happening.  A  comment  can 
also  make  mutual  protection  less  ejffective.  By  suggesting  to  a  husband 
that  his  wife  seems  to  be  treating  him  like  a  sensitive  plant,  the  therapist 
can  provoke  a  more  straightforward  discussion.  Conflicts  about  what 
rules  to  follow  can  be  resolved  by  encouraging  a  couple  to  discuss  their 
lives  together  and  to  work  out  compromises  with  a  therapist  emphasiz- 
ing the  positive.  However^  conflicts  about  who  is  to  set  the  rules  require 
more  active  direction  from  a  therapist. 

RESOLVING  PROBLEMS  OF  WHO  IS  TO  SET  THE  RULES 

Although  the  major  conflicts  in  a  marriage  center  in  the  problem  of 
who  is  to  tell  whom  what  to  do  under  what  circumstances,  the  therapist 
might  never  discuss  this  conflict  explicitly  with  the  couple.  If  a  husband 
says  that  he  gets  angry  because  his  wife  always  gets  her  own  way  and  is 
constantly  supervising  him,  the  therapist  will  not  emphasize  the  struggle 
for  control  but  will  emphasize  the  strong  feelings  in  the  situation.  Explic- 
itly talking  about  the  control  problem  can  soHdify  it.  However,  specific 
directives  given  by  the  therapist  are  most  efiFective  when  they  are  de- 
signed to  resolve  the  struggle  over  who  is  to  set  the  rules  for  the  relation- 
ship. 

Any  comment  by  a  therapist  has  directive  aspects,  if  only  to  indicate 
"pay  attention  to  this,"  but  the  marriage  therapist  often  specifically  di- 
rects a  marital  couple  to  behave  in  certain  ways.  These  directives  can 
but  classed  for  convenience  into  two  types:  the  suggestions  that  the 
couple  behave  differently,  and  the  suggestions  that  they  continue  to 
behave  as  they  have  been. 

-^  A  marriage  therapist  will  direct  a  spouse  to  behave  differently  only 
in  those  cases  where  the  conflict  is  minor  or  where  it  is  likely  that  the 
spouse  will  behave  that  way  anyhow  and  is  only  looking  for  an  ex- 
cuse. That  is,  a  husband  who  never  takes  his  wife  out  may  be  advised 
to  take  her  out  to  dinner,  but  usually  only  if  the  husband  is  moving  in 
that  direction.  Such  a  suggestion  permits  a  couple  an  evening  out  with- 
out either  spouse  having  to  admit  they  wish  it.  Mere  advice  to  a  couple 
to  treat  each  other  in  more  reasonable  ways  is  rarely  followed  or  goes 
badly  if  it  is  followed.  A  couple,  like  an  individual  patient,  can  only  be 
diverted  into  more  productive  directions  and  cannot  be  forced  to  reverse 
themselves.  To  tell  a  husband  and  wife  that  they  should  treat  each  other 
more  amiably  does  not  provide  them  with  new  information  or  give  them 
an  opportunity  to  follow  the  directive.  More  important,  if  a  therapist 
directs  a  couple  to  behave  differently,  he  has  often  been  led  into  this 
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directive  by  the  couple  and  so  is  responding  to  their  directive.  A  couple 
in  distress  have  provoked  many  people  to  advise  them  to  behave  more 
sensibly;  such  advice  proves  only  to  the  couple  that  the  other  person 
does  not  understand  them  and  they  continue  in  their  distress.  In  general, 
when  a  therapist  is  provoked  into  giving  advice,  the  advice  will  be  on 
the  terms  of  the  person  doing  the  provoking  and  therefore  will  perpetu- 
ate the  distress.  For  example,  if  a  wife  says  to  the  therapist,  "Don't  you 
think  my  husband  should  stay  home  nights  instead  of  going  out  every 
night  of  the  week,"  if  the  therapist  agrees  he  is  being  led  down  the 
garden  path.  If  instead  of  agreeing  and  so  oflFering  such  advice  the 

^therapist  says,  "I  think  it's  important  to  understand  what  this  is  about,"  the 
therapist  is  not  only  encouraging  understanding  but  making  it  clear  that 
he  offers  advice  on  his  own  terms  only,  not  when  provoked  into  it. 
However,  this  does  not  mean  that  the  therapist  should  not  offer  advice 
or  directives  on  his  own  terms.  The  psychoanalytic  approach  to  couples 
is  to  merely  hsten  and  such  a  procedure  avoids  being  led  into  direc- 
tives by  the  couple.  Although  there  may  be  theoretical  rationales  for 
remaining  silent,  such  as  developing  deeper  layers  of  the  intrapsychic 
conflicts,  the  main  function  of  silence  is  to  avoid  behaving  on  the  pa- 
tient's terms.  However,  a  therapist  who  remains  silent  also  avoids  taking 
those  actions  which  would  move  a  couple  in  the  direction  of  a  more 
satisfactory  relationship.  To  be  silent  when  provoked  by  the  couple  may 
be  necessary;  to  remain  silent  when  directives  which  would  produce 
change  could  be  given  on  the  therapist's  terms  is  wasting  time. 

A  couple  can  be  instructed  to  behave  differently  if  the  request  is  small 
enough  so  that  the  implications  of  it  are  not  immediately  apparent.  For 
example,  if  a  husband  says  he  always  gives  in  and  lets  his  wife  have  her 

yown  way,  he  may  be  asked  to  say  "no"  to  his  wife  on  some  issue  once 
during  the  week.  When  this  is  said  in  the  wife's  presence,  the  ground- 
work is  laid  for  the  suggestion  to  be  more  easily  followed.'Further,  the 
suggestion  is  more  likely  followed  if  a  rationale  is  provided,  such  as  say- 
ing that  any  wife  should  feel  free  to  do  what  she  pleases  with  confidence 
that  her  husband  will  say  "no"  to  her  if  she  goes  too  far.  Given  such  a 
directive,  the  couple  may  at  first  treat  the  "no"  Hghtly.  However,  if  it 
is  on  a  major  issue,  or  if  the  instruction  is  followed  for  several  weeks, 
there  will  be  repercussions  in  their  relationship.  The  more  rigid  the 
previous  "agreement"  that  the  wife  will  always  have  her  own  way,  the 
greater  the  response  in  both  of  them  if  he  says  "no"  and  thereby  de- 
fines the  relationship  differently.  The  fact  that  he  is  doing  so  under  direc- 
tion, and  so  still  accepting  a  complementary  relationship,  will  ease  the 
situation.  But  since  the  message  comes  from  him,  the  wife  will  react. 

y  Similarly,  an  overly  responsible  wife  may  be  asked  to  do  some  small 
irresponsible  act  during  the  week,  perhaps  buy  something  she  does  not 
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need  that  costs  a  dollar  or  two.  If  the  previous  agreement  was  that  she 
was  the  responsible  one  and  her  husband  the  irresponsible  one,  a 
small  request  of  this  kind  undermines  this  definition  of  the  relationship. 
Even  though  the  wife  is  being  irresponsible  under  therapeutic  direction, 
and  so  doing  her  duty  by  doing  what  the  therapist  says,  she  is  still  spend- 
ing money  for  something  she  does  not  need  and  so  behaving  irrespon- 
sibly. However,  in  general  whenever  a  directive  is  given  for  a  husband 
or  wife  to  behave  differently,  and  so  break  the  marital  rules  they  have 
established,  the  request  must  be  so  small  that  it  appears  trivial. 

Actually  it  is  extremely  difficult  to  devise  a  directive  which  is  a  request 
for  marital  partners  to  behave  differently  from  their  usual  ways  when 
their  usual  ways  of  behaving  are  conflictual.  That  is,  a  wife  who  insists 
she  is  the  responsible  one  in  the  marriage  is  usually  irresponsible  at  an- 
other level.  For  example,  she  may  be  so  responsible  about  the  budget  that 
she  is  irresponsible  because  she  is  overemphasizing  money  at  a  cost  to  her 
husband  and  children.  To  ask  to  her  to  do  something  irresponsible  is 
not  necessarily  to  ask  something  new  of  her.  Similarly,  a  husband  who 
never  says  "no"  to  his  wife  directly,  is  usually  a  man  who  is  constantly 
saying  "no"  by  passive  resistance.  To  tell  him  to  say  "no"  is  only  partly 
asking  for  different  behavior.  Even  if  one  should  suggest  that  a  husband 
who  is  treating  his  wife  coldly  be  more  considerate  of  his  wife,  this 
may  not  be  a  request  for  a  change  in  behavior  because  treating  her 
coldly  may  be  considerate  of  this  type  of  woman.  In  fact,  if  her  husband 
treated  her  more  amiably  she  might  feel  great  demands  were  being 
placed  upon  her  or  become  so  overwhelmed  with  guilt  that  sudden  ami- 
able behavior  on  his  part  would  actually  be  inconsiderate. 

Often  a  directive  can  appear  to  be  a  request  for  different  behavior 
when  actually  it  is  not.  For  example,  a  husband  had  spent  some  years 
crusading  to  have  his  wife  enjoy  a  sexual  orgasm.  He  had  made  such  an 
issue  of  the  matter,  and  become  so  angry  and  exasperated  with  her, 
that  the  issue  had  become  a  grim  one  between  husband  and  wife.  The 
wife  was  told,  in  the  husband's  presence,  that  one  of  these  days  she 
might  enjoy  some  sexual  pleasure  and  when  she  did  she  was  to  tell  her 
husband  that  she  did  not  enjoy  it.  If  her  husband  insisted  on  her  say- 
ing whether  she  had  really  not  enjoyed  it  or  was  just  following  this 
directive,  she  should  say  she  had  really  not  enjoyed  it.  This  directive 
had  various  purposes,  including  the  purpose  of  introducing  uncertainty 
into  the  situation  and  freeing  the  man  from  his  overconcern  about  his 
wife's  pleasure  (he  suffered  from  ejaculatio  praecox).  However,  from 
what  had  been  said,  there  was  some  indication  that  the  wife  was  enjoy- 
ing sex  while  denying  it  and  so  the  directive  actually  was  an  encour- 
agement of  her  usual  behavior. 
if  Encouraging  a  couple  to  behave  in  their  usual  way  is  paradoxically 
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one  of  the  most  rapid  ways  to  bring  about  a  change.  Such  a  directive 
can  be  calculated  or  it  can  occur  as  a  natural  result  o£  encouraging  a 
couple  to  express  themselves.  A  wife  can  say  that  her  husband  should 
stop  being  so  ineflFectual,  and  the  therapist  might  respond  that  perhaps 
he  needs  to  behave  in  that  way  at  times  and  they  should  try  to  understand 
his  reasons  for  it.  When  the  therapist  makes  such  a  statement,  he  is  per- 
mitting—if not  encouraging— the  husband  to  continue  to  be  inefiFectual. 
Most  procedures  which  ostensibly  emphasize  bringing  about  under- 
standing can  be  seen  as  subtle  encouragement  of  usual  behavior.  Note 
that  this  procedure  is  quite  different  from  the  way  the  spouse  typically 
handles  the  problem:  a  spouse  usually  tells  the  other  to  stop  certain 
behavior  and  the  result  is  a  continuation  of  it.  When  the  therapist 
permits  and  encourages  usual  behavior,  the  person  tends  to  discontinue 
it. 

When  a  therapist  "accepts"  the  way  a  couple  is  behaving  he  begins 
to  gain  some  control  of  that  behavior.  He  is  placed  immediately  in  the 
center  of  their  problem:  Who  is  to  lay  down  the  rules  for  the  relation- 
ship? Although  a  couple  cannot  easily  oppose  the  kind  of  relationship 
the  therapist  is  prescribing  if  they  are  already  interacting  that  way,  they 
can  still  respond  to  the  idea  of  someone  else  defining  their  relationship 
for  them  and  this  response  will  produce  a  shift.  For  example,  if  a  wife 
is  managing  her  husband  by  being  self-sacrificing  and  labeling  all  her 
behavior  as  for  the  good  of  others,  the  husband  cannot  easily  oppose 
her,  even  though  he  may  not  wish  to  be  in  a  secondary  position  in  a 
complementary  relationship  with  her.  Such  a  woman  will  tend  to  handle 
the  therapist  in  a  similar  way.  However,  if  the  therapist  encourages  her 
to  be  self-sacrificing,  the  woman  is  placed  in  a  diflScult  position.  She 
cannot  manage  him  by  this  method  when  it  is  at  his  request.  If  she 
continues  to  behave  that  way,  she  is  conceding  that  she  is  managed  by 
the  therapist.  If  she  does  not,  then  she  must  shift  to  a  different  type  of 
relationship.  If  the  therapist  goes  further  and  encourages  the  wife  to 
be  self-sacrificing  and  the  husband  to  attempt  to  oppose  her  and  fail, 
then  the  couple  must  shift  their  relationship  with  each  other  to  deal 
with  being  managed  by  the  therapist. 

As  an  example  of  a  typical  problem,  a  couple  can  be  continually  fight- 
ing, and  if  the  therapist  directs  them  to  go  home  and  keep  the  peace 
this  will  doubtfully  happen.  However,  if  he  directs  the  couple  to  go 
'.home  and  have  a  fight,  the  fight  will  be  a  different  kind  when  it  hap- 
'pens.  This  difference  may  reside  only  in  the  fact  that  they  are  now  fight- 
ing at  the  direction  of  someone  else,  or  the  therapist  may  have  re- 
labeled their  fighting  in  such  a  way  that  it  is  a  different  kind.  For  example, 
a  husband  might  say  that  they  fight  continually  because  his  wife  con- 
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stantly  nags.  The  wife  might  say  they  fight  because  the  husband  does 
not  understand  her  and  never  does  what  she  asks.  The  therapist  can 
relabel  or  redefine  their  fighting  in  a  variety  of  ways:  he  might  suggest 
that  they  are  not  fighting  effectively  because  they  are  not  expressing 
what  is  really  on  their  minds,  he  can  suggest  that  their  fighting  is  a  way 
of  gaining  an  emotional  response  from  each  other  and  they  both  need 
that  response,  he  might  say  that  when  they  begin  to  feel  closer  to  each 
other  they  panic  and  have  a  fight,  or  he  can  suggest  they  fight  because 
inside  themselves  is  the  feeling  that  they  do  not  deserve  a  happy  mar- 
riage. With  a  new  label  upon  their^ghting,  and  directed  to  go  home 
and  have  a  fight,  the  couple  will  find  their  conflict  redefined  in  such  a 
way  tliat  it  is  difficult  for  them  to  continue  in  their  usual  pattern.  They 
are  particularly  tempted  toward  more  peace  at  home  if  the  therapist  says 
they  must  fight  and  that  they  must  for  certain  reasons  which  they  do 
not  hke.  The  couple  can  only  disprove  him  by  fighting  less. 

As  a  marriage  therapist  encourages  a  couple  to  behave  in  their  usual 
ways  he  gains  some  control  of  their  behavior  because  what  occurs  is 
being  defined  as  occurring  under  his  direction.  At  this  point  he  can 
shift  his  direction  to  bring  about  a  change.  The  change  he  brings  about 
may  be  an  expansion  of  the  limits  of  the  type  of  relationship  of  a  cou- 
ple, or  a  shift  to  a  different  type  of  relationship. 

An  example  of  extending  the  limits  of  a  type  of  relationship  is  a  classic 
case  reported  by  Milton  Erickson.  A  woman  came  to  him  and  said  that 
she  and  her  husband  were  finally  going  to  purchase  a  home,  as  they 
had  hoped  to  all  their  married  life.  However,  her  husband  was  a  tyrant 
and  would  not  permit  her  any  part  in  the  choice  of  home  or  in  the 
choice  of  furnishings  for  it.  Her  husband  insisted  that  everything  con- 
nected with  the  new  house  would  be  entirely  his  choice  and  she  would 
have  no  voice  in  the  matter.  The  woman  was  quite  unhappy  because  of 
this  extreme  version  of  a  complementary  relationship.  Erickson  told  the 
woman  that  he  wished  to  see  her  husband.  When  the  old  gentleman 
came  in,  Erickson  emphasized  the  fact  that  a  husband  should  be  ab- 
solute boss  in  the  home.  The  husband  fully  agreed  with  him.  Both  of 
them  also  enjoyed  a  full  agreement  that  the  man  of  the  house  should 
have  complete  say  in  the  choice  of  a  house  to  buy  and  tlie  choice  of 
furnishings  for  it.  After  a  period  of  discussion,  Erickson  shifted  to  talking 
about  the  type  of  man  who  was  really  the  boss  in  the  house.  When  the 
old  gentleman  expressed  a  curiosity  about  what  type  of  man  was  really 
the  boss,  Erickson  indicated  that  the  real  boss  was  the  type  of  man  who 
was  so  fully  in  charge  that  he  could  allow  his  underhngs  a  say  in  minor 
matters.  Such  a  boss  kept  full  control  of  everything,  but  he  could  permit 
certain  decisions  to  be  made  by  those  beneath  him.  Using  this  line  of 
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approach,  Erickson  persuaded  the  tyrannical  old  gentleman  to  lay  out 
20  plans  of  houses  and  20  plans  of  house  furnishings.  Then  the  husband 
permitted  his  wife  to  choose  among  his  plans.  She  chose  a  house  she 
liked  and  the  furnishings  she  hked.  In  this  way  the  husband  was  still 
fully  in  charge  of  all  aspects  of  the  house  purchase,  but  the  wife  could 
choose  what  she  wanted. "The  limits  of  a  complementary  relationsTiip 
were  extended  to  satisfy  both  partners'  needs.  _^ 

/y  Accepting  what  a  couple  offers,  or  encouraging  them  to  behave  in 
their  usual  ways  and  later  suggesting  a  change  can  also  provoke  a  shift 
in  the  type  of  relationship.  For  example,  a  wife  was  protesting  that  her 
husband  avoided  her,  and  that  he  would  leave  the  dinner  table  when 
the  family  was  eating  to  sit  in  the  hving  room  alone  and  later  make 
himself  some  dinner.  Although  the  husband  at  first  indicated  he  did  not 
know  why  he  behaved  this  way,  he  also  indicated  that  his  wife  spent  the 
time  at  the  dinner  table  nagging  the  kids  and  nagging  at  him.  At  the 
first  suggestion  that  she  was  behaving  in  this  way  at  the  table,  the  wife 
said  that  she  had  to  correct  the  children  at  the  table  because  he  never 
did.  The  husband  said  that  when  he  attempted  to,  she  interrupted,  and 
it  was  not  worth  a  battle. 

The  wife  was  instructed  to  correct  the  children  at  the  table  during  the 
coming  week,  and  to  observe  the  eJffect  of  this  upon  her  husband.  Her 
husband  was  instructed  to  observe  the  way  his  wife  dealt  with  the  chil- 
dren, and  if  he  strongly  disagreed  with  it  he  was  to  get  up  and  leave 
the  table.  Actually  the  instruction  was  merely  to  continue  to  behave  as 
they  had  been.  However,  when  they  were  instructed  to  do  so,  the  cou- 
ple found  it  diflScult  to  behave  in  their  usual  ways  because  the  behavior 
became  both  deliberate  and  occurred  under  duress.  After  a  week  of  this 
procedure,  the  couple  was  instructed  to  shift  their  behavior:  for  a  week 
the  wife  was  to  be  relieved  of  all  responsibility  for  discipline  at  the  table 
and  could  just  enjoy  her  meal,  and  the  husband  was  to  fully  take  charge 
at  the  dinner  table.  The  wife  was  not  even  to  point  at  one  of  the  chil- 
dren to  indicate  that  her  husband  should  take  some  action.  Since  their 
behavior  was  defined  as  occurring  at  the  instigation  of  the  therapist, 
rather  than  originating  within  each  other,  the  couple  could  tolerate  this 
shift  in  their  relationship  at  the  table  with  a  consequent  carryover  into 
other  aspects  of  their  lives  together. 

Similar  encouragement  of  typical  behavior  occurs  if  the  therapist  in- 
structs a  distant  couple  to  maintain  a  certain  distance  from  each  other  and 
not  risk  becoming  too  close  for  a  period  of  time,  if  he  instructs  a  non- 
fighting  couple  to  avoid  a  fight  but  to  rehearse  in  their  minds  what  they 
would  like  to  say  to  each  other,  if  he  instructs  a  spouse  who  always  gives 
in  to  give  in  for  a  period  of  time,  and  so  on.  This  procedure  not  only 
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gives  the  therapist  some  control  of  what  the  couple  is  doing  and  lays 
the  groundwork  for  a  later  shift,  but  it  also  utilizes  whatever  rebellious 
forces  are  latent  within  the  couple. 

Often  an  instruction  to  one  spouse  in  the  presence  of  the  other  has 
its  eflFects  on  them  both.  For  example,  a  couple  who  are  constantly  fight- 
ing and  the  wife  is  flaunting  her  extramarital  aflPairs  before  her  husband 
will  see  their  struggle  from  a  particular  point  of  view.  They  will  usually 
see  what  they  do  to  each  other  in  terms  of  revenge.  If  the  therapist, 
from  his  vantage  point  of  an  expert,  advises  the  wife  that  she  is  pro- 
tecting her  husband  by  her  dalliances  with  other  men  because  he  is 
uneasy  about  sex,  the  wife  is  faced  with  a  different  point  of  view.  To 
label  her  behavior  as  protective,  when  she  sees  it  as  vengeful,  makes  it 
more  difficult  for  her  to  continue  it,  particularly  if  the  therapist  suggests 
that  it  may  be  necessary  for  her  to  continue  to  help  her  husband  in  this 
way.  When  such  a  comment  is  made  in  the  husband's  presence,  he  is 
almost  obligated  to  prove  that  he  does  not  need  such  protection  by  at- 
tempting a  closer  relationship  with  his  wife.  Naturally  the  couple  will 
disagree  with  such  a  comment,  but  the  idea  will  continue  to  work  upon 
them.  If  there  is  sufficient  disagreement,  the  therapist  may  suggest  they 
ahould  experiment;  if  they  manage  a  closer  relationship,  they  will  find 
that  they  panic.  To  disprove  this,  they  must  manage  a  closer  relation- 
ship. If  they  become  upset  as  they  become  closer,  they  are  accepting 
the  tlierapist's  interpretation  of  the  situation  and  so  accepting  him  as 
someone  who  can  arrange  a  change.  If  they  do  not  become  upset,  they 
have  a  closer  relationship  which  is  the  therapist's  goal. 

When  a  therapist  provides  a  framework  which  is  to  bring  about  a 
change,  and  within  that  framework  he  encourages  a  couple  to  continue 
in  their  usual  ways,  the  couple  is  faced  with  a  situation  which  is  difficult 
to  deal  with  without  undergoing  change.  If,  in  addition,  the  therapist 
makes  it  an  ordeal  for  them  to  continue  in  their  usual  ways,  the  problem 
is  compounded  for  the  couple. <R.elabehng  what  they  do  in  a  different 
way  often  makes  it  more  of  an  ordeal  for  the  couple  to  continue  their 
usual  patterns.  This  "diflFerent  way"  might  be  a  relabeling  of  negative 
behavior  as  something  positive;  it  can  also  be  the  reverse.  The  therapist 
can  suggest  that  certain  behavior  by  one  of  the  spouses,  which  they  con- 
sider positive  is  really  negative.  For  example,  the  therapist  might  define 
protectiveness  as  really  selfishness  because  of  the  protecting  person's 
needs  being  satisfied.  Another  procedure  is  to  raise  the  question  with 
the  marital  partners  how  they  usually  punish  each  other.  Typically 
they  say  they  do  not,  but  when  the  punishment  is  defined  as  that  be- 
havior which  the  other  spouse  feels  as  punishing  then  they  become  more 
loquacious.  Couples  will  then  discuss  such  behavior  as  withdrawing. 
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complaining,  arguing,  refusing  to  do  what  the  other  asks,  and  so  on. 
Such  a  discussion  makes  explicit  many  of  the  maneuvers  a  couple  use 
against  each  other,  and  also  leads  to  a  relabeling  of  those  maneuvers.'It 
is  possible  to  lead  up  to  the  idea  of  symptomatic  behavior  as  punishing. 
Since  symptoms  in  one  spouse  are  always  hard  on  the  other,  one  can 
suggest  that  a  symptom  is  a  way  of  punishing  the  other.  A  spouse  with 
an  obesity  problem,  headaches,  hysterical  symptoms,  or  compulsions  usu- 
ally prefers  to  define  the  symptom  as  something  occurring  independent 
of  the  spouse.  To  call  such  a  symptom  a  way  of  punishing  makes  it  more 
diflBcult  to  exist.  At  times  a  spouse  can  be  asked  to  inquire  of  the  other, 
"Why  are  you  punishing  me,"  when  the  other  complains  of  a  symptom. 
Such  an  inquiry  provokes  a  denial  but  also  provokes  an  inhibition  of 
the  symptomatic  experience.  This  procedure  is  similar  to  other  relabehng 
of  symptoms  so  that  they  are  characterized  diflPerently  and  thus  a  change 
is  induced.  For  example,  one  can  ask  a  spouse,  in  the  presence  of  the 
other  spouse,  to  choose  a  time  when  the  symptom  is  better  that  week  and 
announce  that  it  is  worse.'  Such  an  instruction  increases  the  uncertainty 
of  the  severity  of  the  symptom  and  lays  the  groundwork  for  change. 

The  idea  of  a  therapist  encouraging  a  couple  to  behave  in  their  usual 
ways  can  be  varied  by  a  therapist  directing  a  spouse  to  encourage  the 
other  spouse  to  exhibit  symptomatic  behavior.  Typically  the  mate  of  a 
spouse  with^symptoms  opposes  the  symptomatic  behavior  but  also  en- 
courages it.  If  a  marriage  therapist  directs  a  mate  only  to  encourage  symp- 
tomatic behavior  in  the  spouse,  there  is  often  a  rather  drastic  response. 
For  example,  a  wife  became  anxious  whenever  she  tried  to  leave  the 
house  alone.  When  she  attempted  to  go  out,  she  suflFered  anxiety  feelings 
and  a  terrible  pain  in  the  eyes.  She  had  suflFered  this  problem  for  years 
and  her  husband  was  constantly  assuring  her  that  she  should  go  out  alone 
and  that  it  was  perfectly  safe.  However,  he  was  also  fully  cooperating 
in  her  staying  at  home  by  doing  all  the  shopping,  escorting  her  where 
she  needed  to  go,  and  indicating  some  uneasiness  whenever  she  started 
to  go  out  alone.  After  several  sessions  of  marriage  therapy,  the  husband 
was  asked,  in  the  presence  of  the  wife,  to  do  something  he  might  think 
was  silly.  He  was  asked  to  tell  the  wife  each  day  as  he  left  for  work  that 
she  was  to  stay  home  that  day  and  not  go  out  alone.  He  could  say  this  se- 
riously, or  as  a  joke,  or  as  he  pleased.  The  husband  agreed  to  follow  this 
procedure.  On  the  third  day  that  he  told  her  to  stay  at  home  the  wife 
went  out  to  the  store  alone  for  the  first  time  in  8  years.  However,  the 
next  interview  was  devoted  to  the  husband's  expressions  of  concern 
about  what  his  wife  might  do  if  she  went  out  alone,  where  she  might 
go,  whom  she  might  meet,  and  would  she  even  get  a  job  and  become 
so  independent  that  she  would  leave  him. 
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This  directive  to  the  husband  to  tell  his  wife  to  stay  at  home  was  ac- 
tually a  double  encouragement  of  usual  behavior:  the  husband  was -di- 
rected to  encourage  .his-w4fe-to-&tay-aJLhome,  as  he  had  b)een  covertly  do- 
ing, and  the  wife  was  being  encouraged  bylhe  Tiusband  to  stay  at  home, 
as  she  had  been  doing.  The  product  of  such  a  directive  is  a  shift  in  type 
of  relationship.  Although  the  wife  had  been  behaving  like  the  helpless 
one,  she  was  in  charge  of  being  the  helpless  one  by  insisting  on  staying 
at  home.  When  her  husband  directed  her  to  stay  at  home,  the  question 
of  who  was  laying  down  the  rules  for  their  relationship  was  called  in 
question.  The  wife  responded  by  a  symmetrical  move,  leaving  the  house, 
which  was  her  only  way  of  taking  charge  in  this  situation.  Although  it 
seems  a  mild  directive  when  a  therapist  directs  a  spouse  to  encourage 
the  other  spouse  to  behave  as  usual,  there  is  inevitably  a  marital  up- 
heaval because  such  a  directive  centers  on  the  crucial  problem  in  a  mar- 
riage; who  is  to  define  what  kind  of  relationship  the  two  people  will 
have. 

CHANGING  THE  STABILITY  OF  A  SYSTEM-SUAAMARY 

A  marital  couple  in  diflSculty  tend  to  perpetuate  their  distress  by  at- 
tempting to  resolve  conflict  in  such  a  way  that  it  continues.  The  goal  of 
a  marriage  therapist  is  not  only  to  shift,  or  to  expand,  the  types  of  re- 
lationships of  a  couple,  but  also  to  provoke  a  change  in  the  ways  the 
couple  keep  the  marital  system  stable.  Such  a  change  requires  influenc- 
ing the  corrective  variables  in  the  system  so  the  system  itself  can  undergo 
a  change. 

The  appearance  at  the  door  of  a  marriage  therapist  is  essentially  an 
attempt  by  a  couple  to  find  a  more  satisfying  means  of  perpetuating 
their  relationship.  The  therapist  provides  an  opportunity  for  change  in 
a  variety  of  ways:  he  encourages  discussion  to  resolve  conflict  rather 
than  previous  methods,  such  as  withdrawal  and  silence;  he  provides  a 
reasonably  impartial  advisor  and  judge;  he  encourages  a  couple  to  ex- 
amine motivations  which  they  might  have  outside  awareness;  he  makes 
many  maneuvers  exphcit  and  therefore  more  difiicult  to  follow;  and  he 
engenders  habits  of  dealing  with  sensitive  topics.  Granting  that  discus- 
sion, encouragement  of  understanding,  and  new  points  of  view  are  of- 
fered in  the  marriage  therapy  context,  there  is  another  source  of  change 
which  has  been  emphasized  here— the  paradoxical  position  a  couple  is 
placed  in  if  they  continue  distressing  behavior  when  undergoing  mar- 
riage therapy.  The  paradoxical  strategies  of  a  marriage  therapist  are 
formally  similar  to  those  used  by  therapists  of  individuals. 

A  couple  is  faced  with  a  paradox,  or  a  conflict  of  messages  at  diflFer- 
ent  levels,  when  the  therapist  oflFers  benevolent  help  to  a  couple  and 
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within  that  framework  he  requires  them  to  go  through  an  ordeal  which 
they  can  feel  as  punishing.  It  is  not  easy  for  a  couple  to  expose  their 
problems  and  petty  conflicts,  and  the  situations  the  couple  are  most  sen- 
sitive about  are  often  those  most  explored.  Still  another  dimension  of 
paradox  occurs  when  the  therapist  encourages  them  to  continue  in  their 
distress,  while  communicating  to  them  at  another  level  that  he  is  helping 
them  over  that  distress.  Similarly,  he  assumes  the  posture  of  an  expert 
and  often  decHnes  to  directly  advise  the  couple  as  an  expert  would. 

The  question  why  paradoxical  situations  are  evident  in  therapy  is  re- 
lated to  the  question  of  how  change  is  brought  about  and  how  di£Bcult 
it  is  for  a  couple  to  undergo  change  without  assistance.  It  would  seem 
reasonable  that  if  a  couple  is  obviously  compounding  their  diflSculties 
by  their  behavior  they  would  cease  such  behavior,  particularly  if  offered 
sensible  advice  to  do  so.  However,  such  advice  is  not  usually  offered  in 
therapy  and  if  offered  it  is  not  usually  followed.  It  is  possible  to  postu- 
late deeply  rooted  psychodynamic  causes  to  explain  why  change  in  a 
marital  relationship  is  difiicult,  but  it  is  also  possible  to  approach  the 
problem  from  a  relationship  rather  than  an  individual  point  of  view. 
People  in  a  relationship  tend  to  govern  each  other's  range  of  behavior, 
and  when  one  of  them  indicates  a  change  the  other  tends  to  react 
against  that  change  even  when  it  might  lead  to  less  subjective  distress. 
As  it  is  sometimes  said,  if  a  wife  wishes  her  husband  to  remain  un- 
changed, she  should  set  out  to  reform  him. 

A  couple,  like  an  individual,  tends  to  react  to  the  relationship  with  a 
therapist  in  a  similar  way.  Direct  indications  for  change  are  responded 
to  with  a  persistence  of  unchanged  behavior.  The  various  tactics  of  a 
therapist  to  avoid  indicating  a  change  makes  paradoxes  evident  in  the 
therapeutic  setting  since  he  must  find  ways  of  inducing  change  without 
asking  for  it  to  occur.  In  fact,  when  he  paradoxically  encourages  an 
increase  in  distressing  behavior,  within  a  framework  of  alleviating  it,  he 
is  most  likely  to  bring  about  change. 

Although  a  marriage  therapist  typically  emphasizes  to  a  couple  the 
need  for  self-understanding,  there  is  httle  evidence  that  achieving  un- 
derstanding causes  a  change  in  a  marital  relationship.  More  apparently, 
marriage  therapy  offers  a  context  where  couples  can  learn  alternative 
ways  of  behaving  while  being  forced  to  abandon  those  past  procedures 
which  induced  distress.  By  advice,  counsel,  and  example  the  therapist 
offers  methods  of  resolving  conflict.  By  imposing  therapeutic  paradoxes, 
the  therapist  both  forces  and  frees  the  couple  to  develop  ^ew  ways  of 
relating  to  one  another. 


CHAPTER  VII 

Family  Conflicts  and  their  Resolution 


With  the  shift  in  orientation  in  psychiatry  from  the  individual  to  the 
relationship  between  people,  it  would  follow  that  inevitably  the  focus  of 
treatment  would  shift  to  the  family.  Although  some  therapists  who  treat 
individuals  have  been  family-oriented  in  the  past,  the  procedure  of  reg- 
ularly interviewing  the  entire  family  together  as  a  group  would  appear  to 
be  only  a  decade  old.  This  idea  that  all  members  of  a  family  should  be  ob- 
served and  treated  simultaneously  has  certain  consequences  which  are 
only  beginning  to  be  recognized  and  which  lead  psychiatry,  and  the  so- 
cial sciences  in  general,  over  roads  never  before  travelled. 

Two  premises  are  typically  offered  as  reasons  for  bringing  in  all  family 
members  when  one  member  is  exhibiting  symptoms.  These  reasons  ap- 
ply to  treating  couples  when  one  spouse  has  symptoms  or  to  treating  the 
whole  family  when  one  child  or  one  parent  is  in  distress.  It  is  said  that  the 
person  with  symptoms  is  serving  some  family  function  by  experiencing 
the  psychopathology;  he  is  satisfying  the  needs  of  relationships  in  the 
family  by  serving  a  scapegoat  function,  he  is  holding  the  family  to- 
gether, he  is  providing  a  focus  for  family  discontent,  and  so  on.  It  is  also 
said  that  when  the  family  member  with  the  presenting  problem  im- 
proves, other  family  members  exhibit  distress,  symptoms,  or  the  dissolu- 
tion of  the  family  unit  is  threatened. 

Granting  these  premises,  a  chnical  portrait  appears  which  constitutes 
a  discontinuous  change  from  the  ideas  about  psychopathology  of  tradi- 
tional psychiatry.  The  family  therapist  is  suggesting  th"at  psychopathol- 
ogy in  the  individual  is  a  product  of  the  ways  he  deals  with  intimate 
relations,  the  ways  they  deal  with  him,  and  the  ways  other  family  mem- 
bers involve  him  in  their  relationships  with  one  another.  Further,  it  is 
suggested  that  the  appearance  of  symptomatic  behavior  serves  a  func- 
tion in  perpetuating  a  particular  family  system.  Consequently,  changes 
in  the  individual  will  not  only  have  effects  upon  intimates,  but  such 
changes  can  occur  only  if  the  total  family  system  changes  with  resistance 
to  change  centering  in  the  relationships  with  other  family  members. 

This  clinical  portrait  is  revolutionary  when  contrasted  with  past  psy- 
chological points  of  view.  According  to  the  traditional  approach,  which 
reached  an  extreme  in  psychoanalysis,  symptoms  and  resistance  to 
change  center  in  the  internal  processes  of  the  individual.  The  function  of 
symptoms  is  to  maintain  an  intrapsychic  balance  and  family  relations 
are  secondary,  if  not  peripheral,  to  the  problems  which  psychotherapy 
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must  resolve.  To  suggest  that  symptoms  maintain  the  balance  of  the  fam- 
ily system  rather  than  the  balance  of  intrapsychic  forces  is  to  request  a 
major  change  in  psychiatric  thinking. 

It  might  be  possible  to  have  the  broad,  flexible  viewpoint  and  say  that 
both  the  individual  and  the  family  points  of  view  are  true,  but  such  inno- 
cent tolerance  confuses  the  theoretical  and  descriptive  problems.  Those 
who  attempt  to  think  in  that  way  find  themselves  talking  about  uncon- 
scious forces  in  family  relationships  and  family  relationships  inside  the 
individual.  Such  metaphors  may  be  entertaining,  but  they  will  not  lead 
to  scientific  rigor.  What  is  evident  is  the  fact  that  the  description  of  the 
"individual"  is  going  to  change  when  his  relationships  are  included  in 
the  description.  If  the  individual  descriptions  offered  in  the  past  are 
used,  the  family  context  must  be  ignored.  What  a  person  does,  why  he 
does  it,  and  how  he  can  be  changed  will  appear  different  if  the  descrip- 
tion shifts  from  only  him  to  the  context  in  which  he  is  functioning.  It  is 
this  new  vantage  point  which  is  the  focus  of  family  work. 

Among  the  diflBculties  in  shifting  to  this  new  point  of  view  is  the  as- 
sumption that  it  is  not  new  but  merely  an  adjunct  to  previous  ways  of 
looking  at  human  beings.  Instead,  it  would  appear  to  be  a  discontinuous 
change  so  that  what  we  know  about  the  "individual"  must  be  either  cast 
aside  or  cast  in  a  totally  different  light.  An  analogy  might  be  helpful.  It 
was  once  thought  that  everyone  fully  understood  what  was  up  and 
what  was  down.  Standing  upon  the  earth  one  could  point  up  and  one 
could  point  down  with  absolute  confidence  in  his  conception  of  the  na- 
ture of  upness  and  downness.  When  it  was  discovered  that  the  earth  was 
round,  a  revolution  in  thinking  had  to  take  place.  The  person  who  pointed 
"down"  was  pointing  in  the  same  direction  as  someone  on  the  other  side 
of  the  earth  who  was  pointing  "up."  A  change  in  vantage  point  required 
a  major  change  in  thinking  about  a  descriptive  problem.  Similarly,  those 
who  now  know  what  an  individual  is,  or  who  insist  that  the  individual's 
"inner  condition"  is  the  place  to  begin  a  description,  are  being  asked  to 
change  their  vantage  point  and  include  a  larger  context.  With  that 
change  must  come  a  new  concept  of  the  "individual." 

DESCRIBING  A  FAMILY 

The  transition  to  the  family  point  of  view  has  been  gradual  both  in  the- 
ory and  therapeutic  practice.  Confusion  still  exists  over  whether  a  family 
should  be  conceived  of  and  treated  as  a  collection  of  individuals  or  a  sys- 
tem in  itself.  One  area  where  the  change  to  a  family  orientation  has 
been  most  evident  is  the  field  of  schizophrenia.  At  first  the  schizophrenic 
was  described  as  an  isolated  individual  whose  problems  were  inde- 
pendent of  his  relationships  because  he  was  "withdrawn  from  reahty." 
If  his  parents  were  noticed  at  aU,  it  was  assumed  that  any  distress  or  de- 
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viance  they  might  evidence  was  the  result  of  having  such  an  unfortunate 
child.  Then  the  suggestion  began  to  be  made  that  the  mother  of  the 
schizophrenic  was  relevant  to  his  psychopathology  and  the  term  "schiz- 
ophrenogenic  mother"  was  coined  in  the  1940's.  From  being  only  a  love 
object  in  the  Freudian  scheme,  mother  began  to  fall  from  grace.  It  was 
said  that  the  schizophrenic's  apparent  fixation  at  an  oral  period  was  re- 
lated to  his  mother's  depriving  him  in  infancy.  At  first  her  immediate 
influence  on  him  was  ignored,  so  that  theoretically  and  practically  schiz- 
ophrenia continued  to  be  an  individual  problem.  However,  it  began  to  be 
said  that  the  mother  of  the  schizophrenic  was  currentlij  influencing  him 
to  be  schizophrenic  as  an  expression  of  her  own  needs.  To  document 
this  idea,  it  would  be  necessary  to  describe  and  contrast  two  mother- 
child  relationships  (rather  than  two  individuals).  At  this  point  the  field 
of  psychiatry  started  to  undergo  a  major  change.  The  immediate  influ- 
ence of  family  members  needed  to  be  considered  in  the  therapeutic  pic- 
ture, and  the  problem  of  psychiatric  description  shifted  from  classifying 
and  differentiating  individuals  into  clinical  types  to  classifying  and  dif- 
ferentiating relationships.  With  the  later  discovery  that  fathers  make  a 
contribution  to  schizophrenia  in  the  offspring,  the  descriptive  field  was 
expanded  to  include  whole  families. 

This  changing  explanation  of  schizophrenia  has  been  paralleled  by 
changes  in  the  description  of  other  types  of  psychopathology.  The  dis- 
turbed child  was  once  described  as  an  individual  phenomenon,  then  it 
was  suggested  his  parents  might  have  influenced  him  in  infancy,  and, 
finally,  it  was  thought  that  current  parental  influence  was  "causing"  the 
disturbance  of  the  child.  Inevitably  a  transition  in  treatment  methods 
took  place  from  interviewing  only  the  child  to  also  requiring  individual 
therapy  for  each  parent  to  finally  bringing  in  child  and  parents  and 
treating  them  as  a  family. 

Because  of  the  influence  of  past  tradition,  the  first  attempts  to  describe 
famihes  were  investigations  of  whether  or  not  the  individuals  in  one  fam- 
ily were  different  from  the  individuals  in  another.  The  results  of  this  in- 
dividual testing  were  inconclusive,  particularly  in  schizophrenia  (e.g. 
cf  ^),  but  this  was  not  considered  sufficient  evidence  that  the  parents 
were  unrelated  to  the  child's  psychopathology.  It  was  argued  that  par- 
ental behavior  with  the  child  was  the  relevant  factor,  not  the  personahty 
and  character  of  the  parents  as  expressed  in  individual  responses  to 
testers.  That  is,  the  suspicion  had  developed  that  the  "individual"  is  dif- 
ferent in  his  family  and  in  other  contexts.  At  this  point  it  was  necessary 
to  bring  in  families  as  groups  for  examination  of  their  relationships  with 
each  other,  just  as  it  was  thought  necessary  to  bring  in  the  whole  family 
for  treatment. 

The  advance  in  the  practical  problem  of  how  best  to  gather  data  on 
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interaction  in  families  has  not  been  paralleled  by  success  in  conceptual- 
izing those  data  in  new  ways.  Investigators  continue  to  use  concepts  of 
the  individual  when  attempting  to  describe  family  relationships.  As  a 
result,  a  number  of  pseudo-relationship  studies  and  tests  have  been  pub- 
lished. For  example,  individual  family  members  are  tested  to  discover 
how  each  perceives  the  relationships  in  his  family.  This  is  apparently  a 
study  of  relationships,  but  essentially  it  is  merely  a  study  of  individual 
perception.  Similarly,  studies  will  focus  upon  the  shared  individual  delu- 
sions or  thought  disorders  of  family  members,  the  conflicts  between 
individual  value  systems,  the  feelings  of  inadequacy  in  each  member, 
their  frustrated  expectations  of  each  other,  and  so  on.  These  descriptions 
are  confined  to  the  individual  in  the  sense  that  the  terms  apply  to  a  sin- 
gle person  rather  than  the  relationship  between  two  or  more  people. 

Today  there  is  still  no  adequate  theoretical  concept  which  describes 
the  interlocking  relationships  in  families  in  terms  of  a  system.  Inevitably, 
the  therapeutic  approach  to  families  has  suffered  from  this  same  lag  so 
that  the  goals  of  family  therapy  as  well  as  therapeutic  tactics  are  typi- 
cally phrased  in  terms  of  individual  family  members. 

CONFLICT:  A  PARALLEL  BETWEEN  INDIVIDUAL 
AND  FAMILY  DESCRIPTIONS 

The  nature  of  any  description  wiU  be  determined  by  its  purpose.  If 
one  is  describing  a  family  as  a  social  institution,  the  description  wiU  be 
of  quite  a  different  kind  than  if  one  is  describing  a  family  to  indicate 
how  to  change  the  patterns  in  that  family.  Just  as  one  might  not  be  in- 
terested, for  purposes  of  psychotherapy,  in  classifying  individuals  in 
terms  of  hair  color,  so  one  is  not  interested  in  describing  many  of  the 
multitudinous  aspects  of  family  life  if  the  emphasis  is  upon  treatment. 
These  data  which  can  be  derived  from  observation  of  any  one  family 
are  so  rich  that  books  could  be  written  about  single  moments  or  single  as- 
pects of  a  family's  daily  Hving.  The  focus  of  description  offered  here 
is  geared  to  emphasizing  those  aspects  of  cycHcal  family  patterns  which 
induce  distress  and  which  are  relevant  to  bringing  about  change.  Such  a 
clinical  emphasis  must  produce  a  description  which  is  only  partially  rele- 
vant to  the  more  abstract  problems  of  classifying  famihes  into  types  or 
describing  them  as  systems  for  other  purposes.  In  particular,  the  empha- 
sis here  upon  conflict  and  struggle  does  not  imply  that  this  is  the  most 
important  aspect  of  family  life  or  that  all  families  are  continually  in  con- 
flict or  that  a  family  obviously  in  conflict  is  always  that  way.  At  cer- 
tain times  in  families,  and  most  of  the  time  in  "disturbed"  families,  the 
members  find  themselves  caught  up  in  a  power  struggle  which  is  central 
to  the  distress  of  the  individual  family  members.  It  is  this  struggle  which 
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is  the  focus  of  the  description  here,  and  the  therapeutic  tactics  are  de- 
fined as  attempts  to  resolve  it.  When  resolved,  the  struggle  is  peripheral 
to  more  important  aspects  of  family  Hving,  such  as  the  enjoyment  of 
group  or  private  enterprises. 

From  the  beginning,  psychopathology  in  the  individual  has  typically 
been  conceived  of  in  terms  of  conflict.  The  metaphors  used  for  portray- 
ing intrapsychic  hfe  are  about  forces  in  opposition  to  one  another  with 
the  human  psyche  divided  into  elements  which  are  given  names.  Psy- 
chopathology is  said  to  be  a  product  of  a  power  struggle  between  these 
elements.  As  portrayed,  the  individual  is  said:  to  have  instincts  or  drives 
which  are  in  conflict  with  societal  forces  internalized  in  his  superego;  to 
have  Id  impulses  in  conflict  with  inhibitory  forces  within  him;  to  have 
unconscious  ideas  striving  toward  awareness  which  conflict  with  re- 
pressing forces;  to  have  memories  of  the  past  conflicting  with  present 
perception;  to  have  an  ego  which  is  overwhelmed  by  the  forces  of  the  Id 
in  psychoses;  to  have  ideas  in  a  dream  conflicting  with  repressing  forces 
and  producing  disguised  symbolic  content;  to  have  desires  struggle 
against  fears;  to  have  defenses  opposing  certain  ideas;  and  to  have  fan- 
tasies which  reflect  this  war  vdthin  him  as  man  struggles  against  himself. 
The  idea  of  conflict  is  sufficiently  accepted  in  the  study  of  neurosis  and 
psychosis  that  when  neurosis  is  supposedly  experimentally  induced  this 
is  done  by  placing  a  subject  in  a  situation  which  results  in  conflicting 
fears  or  desires.  The  central  notion  of  Freudianism,  the  Oedipal  conflict, 
represents  a  point  of  view  which  is  typical  of  the  individual  approach— 
the  child  has  sexual  impulses  toward  his  mother  which  conflict  with  his 
fear  that  his  father  will  castrate  him,  resulting  in  a  repression  of  ideas 
about  these  impulses  and  a  continuing  conflict  between  these  impulses 
and  the  defenses  against  them.  Throughout  individual  psychiatric  de- 
scription there  is  a  formal  theme  centering  upon  a  power  struggle 
within  the  person  with  consequent  neurotic  and  psychotic  symptoms. 

The  family  point  of  view  does  not  refute  the  typical  portrait  of  intra- 
psychic conflict.  Such  a  refutation  is,  perhaps,  impossible.  If  one  looks  at 
the  data  the  way  Freud  did,  the  Oedipal  conflict  is  apparent  in  the 
individual's  statements  and  in  the  fiction  and  drama  he  creates.  Simi- 
larly, if  one  records  what  a  patient  says  and  interprets  those  statements 
as  symbolic  expressions  of  a  struggle  between  instinctual  drives  and  re- 
pressing forces,  the  metaphors  of  intrapsychic  conflict  are  appropriate. 
What  the  family  point  of  view  adds  is  a  different  way  of  looking  at  the 
same  data  as  well  as  an  emphasis  upon  collecting  new  kinds  of  data.  A 
similar  formal  theme  runs  through  psychiatric  descriptions  of  famihes, 
although  the  data  are  interpreted  differently.  It  is  said  that:  family  mem- 
bers are  in  conflict  with  one  another;  dominating  mothers  are  in  a  strug- 
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gle  with  passive  fathers;  children  are  used  as  scapegoats  in  parental 
conflict;  the  nuclear  family  is  split  by  coalitions  with  the  extended  fam- 
ily, the  in-laws;  family  members  withdraw  and  attack  and  sabotage  as 
they  participate  in  mutual  aggression;  dissension  arises  when  an  individ- 
ual in  the  family  changes  his  behavior;  there  is  said  to  be  conflict  be- 
tween family  needs  and  the  stresses  of  environmental  influences  such  as 
job  changes,  depressions,  wars,  and  the  societal  expectations  when  chil- 
dren mature;  and  it  is  said  that  the  conflicts  can  be  overt  or  concealed 
with  tactics  ranging  from  physical  assault  to  helpless  incapacity.  The 
consequence  of  these  conflicts  within  the  family  is  a  member  who  man- 
ifests neurotic  and  psychotic  symptoms. 

Although  the  family  point  of  view  also  emphasizes  conflict  and  the 
struggle  between  opposing  forces,  the  area  of  conflict  is  shifted  outside 
the  person  to  the  context  of  his  actual  relationships.  That  is,  psycho- 
pathology  is  a  product  of  a  power  struggle  between  persons  rather  than 
between  internal  forces.  This  shift  from  conflict  within  to  conflict  without 
requires  a  major  rethinking  of  psychiatric  theory.  From  the  family  point 
of  view,  the  statements  of  an  individual  can  be  interpreted  as  metaphoric 
expressions  describing  his  actual  relationships.  It  is  in  the  nature  of  meta- 
phor that  the  two  points  of  view  reach  their  opposite  extremes.  To  the  in- 
dividually-oriented, a  symbolic  statement  is  not  only  a  metaphor  about 
internal  conflicts,  but  conflicts  in  relationships  are  said  to  be  metaphoric 
expressions,  or  "acting  out"  of  an  internal  drama.  Quite  the  reverse  is 
true  of  the  family  point  of  view;  external  conflicts  induce  inner  ones 
which  reflect  them. 

As  an  example,  let  us  suppose  that  a  young  man  says  he  became  un- 
easy at  home  on  a  certain  evening  and  had  to  leave  the  house.  The  psy- 
chiatrist notes  that  the  young  man  was  home  alone  in  the  house  with  his 
mother  that  evening.  When  the  patient  has  said  the  same  thing  several 
times,  the  psychiatrist  would  begin  to  take  his  statement  as  a  metaphor 
about  a  conflict.  If  individually-oriented,  he  might  interpret  the  state- 
ment to  be  an  expression  of  an  Oedipal  conflict.  The  patient  feels  sexual 
impulses  when  alone  with  his  mother  and  responds  with  anxiety.  Faced 
with  the  threat  of  his  unconscious  desires,  he  must  defend  himself  against 
these  unconscious  wishes  by  leaving  the  house. 

The  family-oriented  psychiatrist,  observing  the  same  young  man, 
would  see  the  matter  difiFerently.  His  premise  would  be  that  there  was 
an  actual  danger  present  for  the  young  man.  If  interested  in  the  sexual 
aspects  of  the  situation,  he  would  want  to  know  whether  the  mother  be- 
haved seductively  with  the  young  man  when  alone  with  him.  (Recently 
the  psychoanalytic  position  has  shifted  to  a  concern  about  whether  or  not 
some  mothers  behave  more  seductively  with  their  children  than  others. 
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which  is  a  move  toward  the  relationship  point  of  view).  He  would  also 
be  interested  in  the  coalition  problem  at  home:  when  alone  with  her 
son,  does  the  mother  attempt  to  ally  with  him  against  father?  Is  there  a 
consequence  the  next  day  in  the  father-son  relationship,  or  in  sibhng 
relationships,  if  mother  and  son  have  had  an  evening  alone  together? 
That  is,  a  family  orientation  would  assume  that  the  young  man's  leaving 
the  house  was  a  response  to  a  real  situation  rather  than  to  a  fantasy. 

The  question  of  the  Oedipal  conflict  has  always  been  a  problem  in 
psychoanalysis.  Whether  every  male  child  experiences  it  or  not  has 
been  questioned,  and  if  every  male  child  does  the  question  has  been 
asked,  particularly  by  Otto  Rank,  whether  the  conflict  can  be  etiologi- 
cally  significant  for  a  particular  psychiatric  malady.  To  say  that  one 
male  has  "more"  Oedipal  conflict  than  another  is  to  raise  peculiar  prob- 
lems of  quantities  or  amounts.  When  ■  described  as  a  fantasy,  the  con- 
cept is  necessarily  simplified  so  that  variations  are  few:  the  child  has  the 
unconscious  wish  and  not  much  more  can  be  said  except  to  add  that  it 
might  be  "weaker"  or  "stronger,"  again  raising  a  problem  of  quantity. 

However,  if  the  Oedipal  conflict  is  taken  to  be  a  description  of  an  ac- 
tual family  triangle,  then  a  classification  of  variations  is  immediately 
apparent.  Any  male  child  with  two  parents  is  inevitably  going  to  face  a 
problem  of  coahtion;  he  cannot  avoid  it.  This  coalition  problem  can  be 
handled  in  various  ways  just  as  it  can  vary  in  different  circumstances 
and  at  different  times.  For  example,  if  it  is  a  coalition  with  mother 
against  father,  several  possibilities  are  apparent;  the  child  may  instigate 
it,  or  the  mother,  or  even  father  if  he  wishes  to  provoke  a  coalition 
against  himself.  Similarly,  the  response  can  vary;  mother  may  instigate 
it  and  child  decline,  so  that  a  pattern  of  mother-child  conflict  appears. 
Or  child  may  instigate  it  and  mother  decline,  and  so  on.  That  is,  the 
permutations  of  such  a  triangle  when  seen  as  an  actual  situation  are 
many,  and  the  child  raised  in  one  kind  of  habitual  triangular  pattern 
will  presumably  learn  to  behave  differently  from  one  raised  in  a  differ- 
ent one,  even  though  the  problem  of  such  a  triangle  is  universal. 

A  major  hope  in  choosing  the  family  point  of  view  is  that  psychiatry 
can  ultimately  be  based  upon  observable  data  and  so  have  a  chance 
to  become  a  a  science.  If  one  interprets  a  patient's  statements  as  symboHc 
expressions  whose  referents  are  inferred  objects  or  forces  within  the 
individual,  then  verification  can  only  come  from  further  statements  of 
the  patient  interpreted  as  symbolic  expressions  whose  referents  are  the 
same  inferred  objects.  There  can  be  no  verification  of  hypotheses  in 
terms  of  some  observable  actuality.  If  a  patient's  statements  are  inter- 
preted in  terms  of  referents  in  his  actual  living  situation,  one  can  observe 
and  verify.  For  example,  if  a  patient  implies  that  his  mother  is  behaving 
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seductively  with  him  and  this  is  interpreted  as  a  projection  of  his  un- 
conscious impulses  toward  her,  the  interpretation  can  be  supported  only 
by  interpretations  of  other  similar  statements.  In  contrast,  if  his  state- 
ment is  taken  as  an  expression  about  his  actuality,  his  interaction  with 
his  mother  can  be  observed  to  test  the  interpretations  of  his  statements. 
However,  such  verification  will  require  ways  of  describing  and  classify- 
ing behavior  in  relationships. 

THE  DESCRIPTION  OF  CONFLICT 

When  one  shifts  to  the  family  point  of  view  and  sets  out  to  describe 
the  interaction  between  people  and  to  contrast  types  of  relationships,  it 
becomes  immediately  apparent  that  we  lack  the  most  rudimentary  termi- 
nology for  such  a  task.  To  shift  from  an  intrapsychic  emphasis  to  an 
emphasis  upon  the  behavior  of  a  person  is  difficult  enough,  but  to  shift 
further  and  attempt  to  describe  two  or  more  people  in  a  relationship 
means  facing  complex  descriptive  problems.  Past  psychological  and  psy- 
chiatric descriptions  are  not  helpful  and  can  be  a  handicap,  even  if  one 
attempts  to  use  only  past  behavioral  descriptions  instead  of  inferred 
internal  processes.  For  example,  to  describe  a  person  as  "infantile"  or  to 
describe  a  wife  as  dominating  and  a  husband  as  passive  is  a  long  way 
from  making  a  description  of  types  of  relationships.  Simple  dichotomous 
descriptive  ideas  are  not  adequate  for  family  descriptions  because  they 
do  not  take  into  account  interactive  processes  or  communication  on  sev- 
eral levels. 

It  would  appear  that  we  need,  at  the  very  least,  three  classes  of  terms 
if  we  are  to  describe  the  repetitive  exchanges  people  make  in  relation- 
ship with  one  another.  We  need  terms  for  ( a )  the  tactics,  or  behavior,  of 
the  single  individual,  (b)  the  exchange  of  tactics  between  people  so  that 
we  can  label  the  product  of  a  set  of  tactics  as  a  particular  class  of  rela- 
tionship, and  (c)  the  total  system  which  any  set  of  relationships  pro- 
duces and  therefore  terms  for  classes  of  family  systems. 

To  illustrate  the  descriptive  problem,  let  us  examine  the  following 
sequence  which  a  family  presented  in  a  repetitive  way  during  family  in- 
terviews. The  child  would  misbehave  in  some  way,  for  example,  by  lean- 
ing down  and  looking  under  the  table.  The  father  would  speak  to  the 
child  and  tell  him  to  straighten  up.  Mother  would  then  speak  to  father 
and  tell  him  he  should  not  have  chastised  the  child  at  that  time  or  in 
that  way.  Father  would  say  he  was  merely  reprimanding  the  boy  be- 
cause it  seemed  necessary,  and  mother  would  look  exasperated  with  him. 

To  describe  such  a  sequence  in  terms  of  its  formal  pattern— the  pat- 
tern which  occurs  with  various  types  of  contents— we  need  terms  for  the 
behavior  of  each  individual,  for  the  type  of  relationship  being  perpetu- 
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ated  by  boy  and  father,  father  and  mother,  and  mother  and  boy,  and 
terms  for  the  type  of  system  in  which  these  relationships  occur  and  which 
they  define.  The  system  description  would  also  include  the  function  of 
this  particular  sequence;  for  example,  the  sequence  itself  might  occur  at 
those  moments  in  the  family  interchange  when  a  relationship,  or  the  sys- 
tem, is  threatened  with  change.  That  is,  such  sequences  can  be  seen  as 
part  of  a  system  at  one  level,  and  a  homeostatic  mechanism  functioning 
as  a  governor  of  the  system  at  another  level. 

To  construct  terms  for  a  sequence  of  this  kind,  the  categories  must  fit 
together  in  some  conceptual  scheme.  This  theoretical  framework  must 
include  a  way  of  describing  the  behavior  interchanged  so  that  it  can 
be  shown  to  be  a  product  of,  and  producing  similar  sequences  so  that 
repetitive  cychcal  patterns  are  revealed. 

It  would  seem  evident  that  the  "cause"  of  any  particular  behavior  in 
such  a  sequence  is  best  sought  after  making  a  description  of  the  total 
system.  To  say  that  the  boy  provoked  dissension  between  mother  and  fa- 
ther is  inadequate.  The  boy's  misbehavior  can  be  seen  as  a  product  of  a 
previous  sequence,  and  if  the  sequence  is  to  be  repeated  father  must 
cooperate  by  reprimanding  him  and  mother  by  reprimanding  father. 
The  most  useful  conceptuahzation  must  be  one  which  includes  all  the  in- 
dividuals as  participants  in  keeping  the  system  going.  To  devise  thera- 
peutic tactics  for  changing  this  sequence,  it  would  seem  one  must  at- 
tempt not  merely  to  change  one  person's  behavior  but  also  the  other 
people's  responses.  If  one  merely  persuades  the  child  not  to  misbehave, 
the  system  does  not  change,  for  father  is  then  hkely  to  say  to  the  child 
"Why  are  you  so  quiet,"  and  mother  will  respond  with  "He  can  be  quiet 
if  he  wants,  leave  him  alone,"  and  father  will  say,  "I  was  only  wonder- 
ing," and  mother  will  look  exasperated.  That  is,  a  change  in  one  in- 
dividual can  lead  only  to  an  adjustment,  perhaps  a  relabeHng  of  his  be- 
havior, so  that  the  system  continues  unchanged. 

A  FAMILY  MODEL 

As  one  observes  that  the  behavior  of  one  individual  in  a  family  exerts 
influence  upon  the  others  in  the  family,  and  as  one  further  notes  that  a 
change  in  one  person's  behavior  provokes  responses  in  other  family 
members,  it  becomes  apparent  that  the  theoretical  conception  being  pro- 
posed is  a  cybernetic  one.  It  follows  that  people  associating  together 
during  long  periods  of  time  will  not  put  up  with  any  and  all  kinds  of 
behavior  from  each  other;  they  will  set  hmits  upon  one  another.  Insofar 
as  family  members  set  limits  for  one  another,  it  is  possible  to  describe 
their  interaction  in  terms  of  the  self-corrective  processes  in  the  total  sys- 
tem. The  family  members  respond  in  an  error-activated  way  when  any 
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individual  exceeds  a  certain  limit.  This  process  of  mutually  responsive 
behavior  defines  the  "rules"  of  the  family  system.  In  this  sense  the  fam- 
ily is  a  system  which  contains  a  governing  process.  However,  there  is 
not  just  a  single  governor  for  the  system;  each  member  functions  as  a 
governor  of  the  others  and  thus  the  system  is  maintained. 

In  a  self-corrective  governed  system,  such  as  the  thermostatic  system 
in  heating  a  house,  it  is  possible  to  see  the  thermostat  as  the  governor 
of  the  system  since  it  controls  the  heat  from  the  furnace  and  so  the 
temperature  of  the  room.  However,  it  is  also  possible  to  see  all  the  ele- 
ments in  the  system  as  part  of  the  governing  process.  The  furnace 
responds  to  the  signal  from  the  thermostat,  but  the  thermostat  responds 
to  the  temperature  of  the  room  which  responds  to  the  heat  from  the 
furnace.  No  single  element  can  be  "blamed"  because  each  serves  a 
function  in  the  total  system.  To  produce  a  change  if  the  room  tempera- 
ture is  too  high,  it  is  not  suflBcient  merely  to  open  the  windows  and  try 
to  influence  the  room  temperature,  one  element  in  the  system.  The  in- 
troduction of  cold  air  will  lower  the  room  temperature  but  simultane- 
ously it  will  impel  the  thermostat  to  cause  the  furnace  to  burn  more 
fiercely  and  so  raise  the  temperature  of  the  room.  The  only  way  to  make 
a  change  in  the  range  of  any  element  of  the  system  is  to  change  at  least 
two  elements  simultaneously,  or  the  "setting"  of  the  system. 

The  model  of  a  simple  homeostatic  system,  such  as  a  household  ther- 
mostat, is  not  adequate  to  describe  a  family.  In  such  a  system  the  ele- 
ments respond  in  error-activated  ways  to  changes  in  range,  but  the 
setting  of  the  range  is  made  by  a  metagovernor;  someone  outside  the 
system.  A  human  being  in  the  house  sets  the  thermostat  at,  for  example, 
70  degrees  and  the  system  fluctuates  around  that  setting.  The  elements 
in  the  system  influence  the  setting,  but  only  through  a  different  feedback 
loop;  the  total  system  influences  the  person  who  sets  the  range  of  the 
system.  In  the  family  no  outsider  sets  the  limits  of  family  behavior,  al- 
though the  culture  might  be  said  to  partially  function  in  that  way.  The 
hmits  of  the  family  system  are  set  by  the  members  of  the  family  as  they 
influence  each  other.  Therefore  in  describing  a  family  two  levels  of  gov- 
erning process  must  be  included:  (a)  the  error-activated  response  by  a 
member  if  any  member  exceeds  a  certain  range  of  behavior,  and  ( b )  the 
attempt  by  family  members  to  be  the  metagovernor,  i.e.,  the  one  who 
sets  the  Hmits  of  that  range.  It  is  at  this  metagoverning  level  that  the 
control  problem  enters  the  picture  because  the  governing  process  at  this 
level  wiU  manifest  itself  as  a  struggle  by  each  family  member  to  be  the 
one  who  determines  the  limits  of  the  behavior  of  the  others.  An  addi- 
tional complexity  is  the  existence  of  subsystems  within  the  family  which 
govern  one  another;  the  in-law  subsystem  has  its  influence  upon  the 
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nuclear  family,  the  sibling  subsystem  has  its  influence  upon  the  parental 
relationship,  and  so  on.  The  addition  o£  a  family  therapist  is  not  a  mere 
metagovernor  of  a  single  system  but  of  the  interlocking  subsystems, 
each  of  which  has  a  reciprocal  influence  with  the  therapist. 

These  two  levels  of  governing  process,  the  error-activated  governing 
response  and  the  metagoverning,  typically  occur  in  a  single  exchange 
of  behavior.  For  example,  if  a  husband  says  he  has  a  headache  and 
asks  his  wife  to  bring  him  an  aspirin  and  his  wife  does  not  do  so  or 
brings  the  aspirin  resentfully,  two  levels  of  governing  are  implicit.  By 
not  bringing  the  aspirin  or  by  responding  resentfully,  the  wife  is  in- 
dicating that  her  husband  has  exceeded  a  certain  range  of  "permitted" 
behavior.  However,  she  is  also  indicating  that  she  is  governing  what 
kind  of  behavior  he  should  offer,  and  therefore  what  kind  of  relationship 
they  should  have.  With  one  response  she  both  reports  that  he  has  made 
an  error  and  she  attempts  to  "set"  what  kind  of  behavior  he  should 
present.  That  is,  she  indicates  a  broken  rule  and  also  establishes  herself 
as  the  one  who  sets  the  rules.  Her  unwilHng  response  can  be  provoked 
by  the  way  the  husband  makes  his  request,  or  it  can  be  a  response  to 
the  level  of  who  is  going  to  determine  whether  they  have  an  "asking  and 
receiving"  relationship.  It  is  at  this  metagoverning  level,  "which  person 
is  to  determine  the  type  of  relationship,"  that  the  tactics  of  a  power 
struggle  become  relevant  for  describing  families. 

The  dictionary  defines  "power"  as  "the  possession  of  sway  or  control- 
ling influence  over  others."  If  one  is  struggling  for  power,  he  is  struggling 
to  be  the  one  who  possesses  this  controlling  influence.  Conceiving  a 
disturbed  family  in  this  way,  one  is  faced  with  the  problem  of  how  to 
devise  therapeutic  tactics  for  resolving  power  struggles.  If  there  were  in 
existence  an  adequate  description  of  tactics  in  power  struggles,  the  prob- 
lem would  be  simplified.  However,  there  seems  to  have  been  an  almost 
studied  avoidance  of  the  tactical  nature  of  such  struggles  by  social  sci- 
entists and  philosophers,  despite  the  history  of  man's  struggle  with 
man.  We  do  not  have  a  taxonomy  of  power  tactics  so  that  we  can  say 
this  family  uses  this  class  of  tactics  and  this  family  uses  another.  The 
terms  for,  and  hierarchical  classification  of,  such  tactics  must  ultimately 
be  devised. 

If  we  approach  a  family  in  terms  of  the  tactics  family  members  use  in 
their  struggles  with  one  another,  and  if  we  see  these  tactics  fitting  to- 
gether so  that  a  change  in  the  tactics  of  one  family  member  causes  a 
self-corrective  response  in  the  others,  the  problem  of  inducing  change 
appears  to  be  no  simple  matter.  When  individuals  in  "groups  with  a 
history"  are  interlocked  in  complex  ways  each  governing  the  responses 
of  the  others,  and  when  we  have  not  even  the  terminology  to  describe 
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their  interactive  behavior,  it  is  apparent  that  procedures  for  inducing 
change  cannot  easily  be  laid  out  in  a  systematic  manner.  However, 
we  do  know  in  theory  and  from  empirical  observation  of  famihes  that 
by  definition  the  function  of  governors  is  to  diminish  change  and  there- 
fore that  if  one  is  attempting  to  induce  change  in  a  governed  system 
one  must  expect  a  continuing  process  of  resistance. 

If  a  family  therapist  were  wise  enough  to  see  how  the  members  of  a 
family  should  change  and  advise  them  to  do  so,  they  would  not  be 
able  to  follow  that  advice  and  change.  There  are  two  major  factors 
which  inhibit  family  change:  the  complications  which  develop  in  a  self- 
corrective  system  when  one  element  behaves  difiFerently,  and  the  fact 
that  when  a  therapist  becomes  included  in  the  family  system  he  will  be 
dealt  with  at  the  level  on  which  family  members  are  struggling  with 
each  other— the  level  of  who  is  going  to  govern  the  behavior  of  whom, 

RESISTANCE  TO  CHANGE:  CONFLICT  OF  LEVELS 

If  one  accepts  the  idea  that  a  family  can  be  described  as  a  cybernetic 
system,  he  is  accepting  a  number  of  premises  one  of  which  is  paradoxical 
in  nature.  To  say  that  family  members  respond  in  error-activated  ways 
to  one  another  so  that  the  family  system  is  kept  stable  is  to  suggest  that 
the  reinforcements  which  keep  the  system  stable  are  produced  by  the 
attempts  of  members  to  bring  about  change.  That  is,  the  more  one  in- 
dividual attempts  to  change  the  system,  the  more  he  is  activating  the 
processes  which  maintain  the  system  unchanged.  It  would  follow  too 
that  the  more  "discontented"  the  family  members  the  more  they  would 
attempt  to  bring  about  change  and  so  reinforce  the  perpetuation  of  the 
system  as  it  is.  This  is  the  tragedy  of  the  "disturbed"  family. 

Approaching  the  family  in  terms  of  levels  of  governing  process,  one 
can  see  how  complex  the  system  is  and  how  easily  conflict  can  be  gen- 
erated. Parents  are  faced  with  diflScult  problems  in  rearing  a  child.  If 
they  overemphasize  taking  care  of  him  and  so  impose  only  a  comple- 
mentary relationship  with  him,  they  are  not  providing  a  learning  context 
where  he  can  experience  behaving  as  an  equal  with  them.  If  they  over- 
emphasize equality  and  so  impose  only  a  symmetrical  relationship,  the 
child  is  not  only  incapable  of  dealing  with  such  a  relationship  in  the 
realistic  setting  of  being  taking  care  of  by  them,  but  he  is  not  learn- 
ing to  experience  being  cared  for.  Rather  typically  in  the  disturbed  fam- 
ily the  parents  go  to  either  extreme  or  attempt  to  define  both  types  of 
relationships  at  once  for  the  child  and  so  face  him  with  a  paradoxical  re- 
lationship. For  example,  they  ask  his  permission— thus  definining  the 
relationship  as  symmetrical— to  tell  him  what  to  do— thus  defining  the 
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relationship  as  complementary.  Whatever  the  child  does  then  can  be 
wrong.  If  he  merely  does  what  he  is  told,  he  is  not  responding  sym- 
metrically, and  if  he  denies  permission,  he  is  not  accepting  a  comple- 
mentary relationship.  This  kind  of  situation  occurs  whenever  the  par- 
ents seek  to  make  either  directives  or  punishment  agreeable  to  the 
child;  they  are  asking  an  equal  to  accept  being  treated  as  an  unequal 
and  so  posing  a  paradox.  As  one  mother  stated,  "It's  simple  to  get  a 
child  to  do  something,  you  say,  'Do  you  want  to  do  it?  Do  it.'"  The 
fact  that  her  child  was  disturbed  and  did  not  do  what  she  said  could  be 
related  to  her  lack  of  simplicity,  since  to  ask  him  if  he  wants  to  do 
something  and  also  to  tell  him  to  do  it  is  to  pose  incongruent  definitions 
of  the  relationship.  Often  such  mothers  will  be  unable  to  be  simply  di- 
rective with  the  child  because  if  they  assume  this  "authoritarian"  posi- 
tion with  the  children  there  are  repercussions  in  their  relationships  with 
their  husbands.  Some  mothers  will  behave  helplessly  in  order  to  induce 
the  father  to  take  charge  more,  but  at  the  same  time  they  cannot  cope 
with  the  children  by  helpless  behavior  and  so  they  attempt  to  be  both 
helpless  and  firm  simultaneously. 

When  a  child  is  reared  in  a  family  where  there  is  a  constant  power 
struggle,  all  of  his  actions  become  significant  to  other  family  members 
because  they  are  responded  to  at  a  level  of  who  is  to  govern  whom,  the 
metagoverning  level.  If  a  disturbed  child  merely  takes  a  walk,  this  act 
can  be  taken  as  an  expression  of  independence  and  so  an  act  which  is 
determining  what  kind  of  relationship  he  is  to  have  with  his  parents. 
In  terms  of  content,  the  walk  may  be  taken  as  a  criticism  of,  or  an  in- 
direct comment  on,  the  home  rather  than  a  desire  to  take  a  walk.  Be- 
cause what  he  does  is  given  such  significance,  the  child  is  given  power 
in  a  disturbed  home— particularly  being  in  distress  gives  him  power— 
which  other  children  do  not  have  so  that  a  patient's  seemingly  omni- 
potent expressions  will  have  some  actual  basis.  A  particular  type  of 
power  he  is  typically  given  is  the  power  to  divide  his  parents  and  set 
them  against  one  another.  The  more  the  parents  are  struggling  with  each 
other  at  a  metagoverning  level,  the  more  the  child's  symptomatic  be- 
havior perpetuates  their  particular  struggle. 

If  a  therapist  attempts  to  induce  a  change  in  a  homeostatic  system 
by  influencing  only  one  member,  he  finds  that  the  problems  of  levels  of 
communication  inhibit  the  change.  For  example,  a  rebellious  child  can 
be  blamed  for  family  diflBculties  because  he  does  not  do  what  he  is  told 
but  acts  in  such  a  way  that  he  is  telling  his  parents  what  to  do,  if 
only  by  inducing  their  exasperated  responses  on  his  terms.  His  parents 
respond  with  angry  helplessness,  irritated  with  him  but  unable  to  en- 
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force  a  complementary  relationship.  If  the  therapist  should  succeed  in 
influencing  the  child  to  attempt  to  change  this  relationship  so  that  the 
child  indicates  he  will  henceforth  do  what  he  is  told,  there  will  be  reper- 
cussions throughout  the  family.  The  parents  must  then  be  willing  to  tell 
him  what  to  do  and  might  have  to  change  their  relationship  with  each 
other  to  deal  with  the  child  in  this  new  way.  They  might  also  have  to 
shift  their  relationship  with  the  child's  sibHngs  to  adapt  to  treating 
this  child  di£Ferently.  Besides  these  consequences,  there  is  a  paradox 
which  the  parents  can  face  when  a  child  indicates  a  change  of  this 
kind.  Placed  in  crude  terms,  if  the  child  says,  "All  right,  tell  me  what 
to  do  from  now  on  and  I'll  do  it,"  he  is  not  merely  accepting  this  type 
of  relationship,  he  is  governing  what  kind  of  relationship  there  will  be. 
The  fact  that  he  is  instigating  the  change  can  be  taken  to  mean  that  he 
is  directing  the  parents  to  direct  him.  If  they  comply  with  his  demand, 
they  are  continuing  to  do  what  the  child  tells  them.  To  "demand"  to 
be  told  what  to  do  is  to  pose  a  paradox  which  is  similar  to  the  problem 
posed  when  a  wife  "orders"  her  husband  to  dominate  her.  If  he  dom- 
inates her,  he  is  being  dominated  because  it  is  at  her  request.  When 
the  rebelHous  child  attempts  to  initiate  more  compliant  behavior,  his 
parents  can  respond  as  if  he  is  governing  them  and  so  react  with  angry 
helplessness  as  they  always  have  to  his  demands.  Naturally,  the  child 
is  then  encouraged  to  revert  to  being  an  angry  and  rebellious  child 
again.  (A  naive  therapist  might  then  blame  the  parents  for  not  accept- 
ing the  child's  willingness  to  be  directed  without  seeing  the  paradoxical 
position  in  which  they  are  placed;  if  they  direct  the  child,  they  are 
following  his  directives  as  they  always  have. ) 

Although  it  is  diflScult  for  any  family  member  to  induce  a  change  in  a 
homeostatic  system,  sometimes  this  can  occur  if  the  changed  behavior  is 
labeled  as  instigated  by  the  therapist.  Family  members  can  more  easily 
accept  one  member  governing  the  type  of  relationship  if  his  behavior  is 
labeled  as  instigated  by  the  therapist.  However,  they  can  have  a  similar 
response  to  the  therapist  governing  them,  and  there  is  the  additional 
complication  that  change  within  the  system  has  not  taken  place  unless 
the  family  members  are  labeled  as  initiating  new  behavior  themselves. 
At  some  point  the  therapist  must  emphasize  that  the  changed  behavior 
of  a  family  member  was  really  not  because  of  his  influence  but  initiated 
independently.  When  a  therapist  indicates  this,  he  is  following  the 
fundamental  rule  of  all  psychotherapy;  he  is  indicating  the  therapeutic 
paradox,  "I  am  influencing  you,  but  the  change  which  occurs  is  spon- 
taneous." Before  dealing  further  with  the  peculiarly  paradoxical  mes- 
sages presented  by  a  therapist,  a  further  resistance  to  family  change 
should  be  discussed. 
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RESISTANCE  TO  CHANGE:  RESISTING  THE  THERAPIST 

If  there  were  no  control  problem  in  human  relationships  and  it  was  a 
mere  matter  of  lack  of  information  or  incorrect  understanding,  a  thera- 
pist could  direct  family  members  to  behave  more  sensibly  and  reason- 
ably with  each  other,  correct  their  misunderstandings,  fill  in  missing 
information,  and  the  system  would  change.  However,  family  members 
do  not  respond  to  this  approach.  If  the  therapist  has  become  important 
enough  to  a  family  to  influence  them,  he  has  been  included  in  the  fam- 
ily system  (and  if  he  has  not  become  that  important  they  will  ignore 
him).  This  means  the  family  members  will  struggle  with  his  governing 
them  just  as  they  struggle  with  each  other  over  this.  Should  he  ojffer  them 
advice  to  behave  more  sensibly,  they  will  respond  at  the  metagoverning 
level  of  who  is  going  to  "set"  or  circumscribe,  their  range  of  behavior. 
To  avoid  conceding  that  he  is  governing  them,  they  must  not  follow  the 
advice  or  see  that  the  result  goes  badly.  In  fact,  if  the  family  can  provoke 
the  therapist  to  oflFer  good  advice,  they  have  succeeded  in  governing  how 
he  is  to  behave.  When  the  family  members  set  the  terms  for  the  thera- 
pist's behavior,  he  will  be  joining  them  in  perpetuating  the  system  un- 
changed. 

When  a  therapist  gains  some  control,  or  metagoverning  function,  with 
a  family  it  is  only  over  certain  settings  of  the  relationships  in  the  system. 
There  are  definite  limits  to  his  influence  on  many  aspects  of  family  life, 
as  there  should  be,  since  the  ideology  of  families  will  be  so  diverse.  One 
family  might  function  quite  satisfactorily  with  one  way  of  life  and  an- 
other with  quite  a  different  one.  In  this  sense  a  therapist  does  not 
change  a  family,  he  produces  only  a  shift  in  the  power  struggle  which  is 
incapacitating  the  family  members. 


THERAPEUTIC  INTERVENTION 

Now  that  the  methods  of  family  therapy  are  being  added  to  the  many 
existing  methods  of  individual  therapy,  an  opportunity  arises  to  examine 
common  factors  in  the  hope  of  discovering  the  "causes"  of  therapeutic 
change.  The  general  argument  will  be  offered  here  that  family  therapy 
is  formally  similar  to  the  individual  methods  which  have  been  dis- 
cussed, insofar  as  therapists  offer  families  an  educational  factor  to  help 
them  behave  differently  and  therapeutic  paradoxes  to  force  them  to  do 
so. 

As  with  other  methods  of  psychotherapy,  the  published  hterature  on 
family  therapy  contains  more  discussion  of  the  nature  of  the  problems 
than  of  the  tactics  for  dealing  with  them.  The  description  of  some  of  the 
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family  methods  presented  here  includes  references  to  publications  but 
also  includes  the  author's  observations  of  family  therapists  at  work. 

Family  therapy  diflFers  more  in  its  setting  than  most  other  methods  of 
therapy.  Although  it  is  common  to  bring  the  family  group  to  the  oflBce 
and  have  joint  discussions  with  them,  this  is  not  the  only  procedure 
used.  Some  therapists  see  the  family  members  individually,  with  only  an 
occasional  joint  conference,  but  the  focus  is  upon  bringing  about  a 
change  in  the  family  system.^'^  Other  therapists  prefer  to  see  the  parents 
first  and  then  bring  in  the  children  later.^  One  therapist  uses  a  unique 
setting.  He  brings  the  family  to  his  oflBce  where  he  has  two  rooms  with 
a  one-way  mirror  arrangement.  The  family  talks  together  in  one  room 
while  the  therapist  observes  from  the  other,  and  he  enters  regularly  to 
make  comments  and  interpretations.^^  One  group  of  family  therapists 
sees  the  family  in  the  home,^^  and  another  group  sees  the  family  inten- 
sively for  2  or  3  full  days  and  then  has  long  recesses.*^  Several  methods 
involve  the  use  of  two  or  more  therapists  and  one  extreme  method  in- 
cluded hospitalizing  the  entire  family  for  observation  and  treatment. ^° 

Although  there  is  not  yet  a  "conservative"  way  to  treat  families,  it  is 
generally  assumed  that  the  best  procedure  is  to  bring  the  family 
members  all  together  and  have  the  therapist  explore  the  family  problems 
with  them.  The  method  of  exploration  will  vary  with  the  style  of  the 
therapist.  There  are  three  general  approaches,  or  therapeutic  styles,  com- 
monly used.  In  the  one-to-one  style,  the  therapist  treats  individual  fam- 
ily members  in  the  presence  of  the  others.  For  example,  he  will  talk  to 
the  father  and  explore  with  him  his  past  and  present  while  other  family 
members  observe.  Then  he  will  switch  to  another  family  member  and 
proceed  similarly.  What  he  says  to  the  individual  is  said  with  full  recog- 
nition that  the  other  family  members  are  part  of  the  setting. 

Another  procedure  is  the  therapist  as  a  funnel  style.  All  family  mem- 
bers are  included  in  the  conversation,  but  each  speaks  to  the  therapist 
rather  than  to  each  other.  Such  a  therapist  typically  interprets  and  clari- 
fies what  one  person  is  saying  and  then  switches  to  another  person  to  ask 
for  a  comment  which  he  then  interprets  and  clarifies. 

In  contrast,  there  is  the  enforced  family  conversation  style,  where  the 
therapist  encourages  the  family  members  to  talk  to  each  other  rather  than 
to  him.  Should  a  husband  begin  to  defend  himself  to  the  therapist,  he 
will  be  diverted  towards  talking  to  his  wife.  The  therapist  will  sum- 
marize or  make  comments,  or  he  will  prevent  family  arguments  from 
getting  out  of  hand,  but  he  typically  serves  a  function  of  instigating 
family  members  to  talk  with  each  other. 

Any  particular  therapist  may  use  all  three  styles  depending  upon  the 
circumstances,  but  some  will  confine  themselves  quite  rigidly  to  one  of 
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them.  Besides  variations  in  setting  and  style,  therapists  also  vary  in  their 
orientation  to  the  problem:  some  will  emphasize  the  effects  of  the  past  on 
present  behavior,  others  will  focus  upon  the  clarification  of  messages, 
and  others  will  emphasize  misunderstandings  and  interpret  whatever 
happens  as  positively  as  possible.  All  of  them  try  to  shift  the  focus  from 
the  identified  patient  to  the  family  group. 

Many  of  the  tactics  of  family  therapy  are  formally  similar  to  those  dis- 
cussed under  Marriage  Therapy,  and  these  will  not  be  repeated  here. 
Often  when  the  focus  shifts  from  a  disturbed  child  to  the  conflict  be- 
tween the  parents,  the  cliildren  may  drop  out  of  the  therapy  while 
the  parents  continue.  Some  therapists,  however,  will  require  all  family 
members  to  be  present  from  the  beginning  to  the  end  of  therapy.  What 
will  be  emphasized  here  are  the  similarities  between  family  and  individ- 
ual therapy  with  the  general  argument  that  they  are  not  as  different  as 
they  appear.  One  of  the  most  obvious  similarities  is  the  typical  approach 
to  the  symptom  in  both  methods:  in  individual  therapy  the  therapist 
usually  indicates  to  the  patient  that  the  symptom  is  only  a  manifesta- 
tion, not  the  real  problem,  and  they  must  work  upon  what  is  behind  it 
—the  "roots"  of  the  disturbance.  In  family  therapy,  the  identified  pa- 
tient, usually  a  child,  is  offered  as  the  problem  and  the  therapist  typi- 
cally tells  the  family  that  the  child  is  only  a  manifestation  of  the  real 
problem  and  they  must  deal  with  what  is  behind  it— the  "roots"  in  the 
family  disturbance. 

FAMILY  AND  INDIVIDUAL  THERAPY:  SIMILARITIES 

If  individual  and  family  therapy  are  examined  in  terms  of  theory,  they 
are  decidedly  different.  If  they  are  looked  upon  in  terms  of  practice,  the 
differences  are  few.  In  the  past  there  has  been  Httle  description  of  thera- 
peutic practice— what  the  therapist  of  an  individual  actually  does  with  a 
patient.  For  example,  descriptions  of  the  psychoanalytic  method  are  typ- 
ically about  a  theoretical  process  rather  than  what  therapist  and  patient 
actually  do  in  relation  to  one  another,  even  among  writers  who  have  at- 
tempted to  focus  upon  practice.*^  Particular  emphasis  is  placed  upon  the 
transference  and  upon  uncovering  ideas  out  of  awareness.  From  the 
theory  point  of  view,  it  is  important  that  the  transference  relationship 
not  be  disturbed  by  the  intrusion  of  other  people— certainly  not  by 
the  relatives  of  the  patient,  as  Freud  pointed  out.  The  careful  handling 
of  defenses  is  another  way  of  looking  at  individual  therapy  through  a 
theoretical  set  of  glasses.  The  process  of  interaction  between  therapist 
and  patient  is  seen  as  a  careful  uncovering  of  ideas  within  the  patient  in 
the  face  of  the  patient's  resistance  to  these  ideas.  Assuming  that  the 
transference  and  deahng  with  internal  resistance  are  crucial  to  change  in 
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individual  therapy,  the  various  ways  of  treating  whole  families  are  not 
only  difiFerent  but  could  be  called  antitherapeutic.  The  transference  re- 
lationship is  thoroughly  confused  by  the  presence  of  other  family  mem- 
bers, and  defenses  cannot  be  dealt  with  in  an  orderly  fashion  when 
family  members  are  flinging  accusations  about,  including  accusations 
about  incestuous  desires  and  acts. 

However,  individual  therapy  need  not  be  seen  only  through  the  nar- 
row focus  of  past  theories,  particularly  when  they  are  not  based  upon  a 
description  of  what  happens  but  upon  conjecture  about  what  must  be 
happening  given  certain  theoretical  ideas.  If  we  merely  note  the  obvious 
fact  that  individual  therapy  is  a  conversation  between  two  people,  not 
only  does  the  procedure  look  di£Ferent  from  past  descriptions  but  simi- 
larities with  types  of  family  therapy  begin  to  appear.  At  a  descriptive 
level,  the  difference  between  the  two  methods  centers  largely  in  the 
presence  or  absence  of  other  family  members  in  the  room.  Other  differ- 
ences are  diflBcult  to  find,  and  apparent  differences  become  similarities 
upon  closer  examination.  For  example,  ostensibly  individual  therapy 
could  be  described  as  a  two-person  system  and  family  therapy  as  a  three 
or  more  person  system.  Related  to  this  difference  is  the  way  the  family 
therapist  becomes  included  in  the  family  group  and  is  used  by  members 
in  their  dealings  with  each  other.  Yet  individual  therapy  is  not  essentially 
a  two-person  system,  even  if  the  therapist  attempts  such  a  restriction 
physically.  The  patient's  family  is  in  the  room  in  his  discussions,  his  wife 
is  inquiring  at  home  what  he  says  in  therapy,  and  he  reports  to  his  fam- 
ily the  ideas  he  gains  in  therapy  and  so  uses  the  therapist  at  home.  The 
therapist  rapidly  becomes  a  part  of  the  power  struggle  in  the  family 
group,  although  the  other  family  members  have  all  information  about 
him  funneled  through  the  patient.  The  difference,  again,  resides  in  the 
physical  absence  of  other  family  members  during  interviews,  even  though 
they  may  be  present  in  the  discourse  or  as  indirect  supervisors  of  what 
is  to  be  said  in  the  room. 

It  would  be  possible  to  argue  that  individual  and  family  therapy  are 
similar  because  some  therapists  in  both  situations  encourage  patients  to 
understand  themselves  better  and  to  express  their  feelings.  Even  if  one 
accepted  this  impHcit  premise  that  self-understanding  and  the  expres- 
sion of  feelings  are  the  source  of  tlierapeutic  change,  it  is  apparent  that 
different  kinds  of  understanding  are  focussed  upon  in  different  proce- 
dures, and  it  is  even  more  obvious  that  the  results  are  going  to  be  dif- 
ferent in  individual  and  family  therapy.  If  a  husband  expresses  his  feel- 
ings while  alone  with  an  individual  therapist,  the  therapist  might  not 
take  his  statements  personally.  Yet  a  wife  will  have  such  a  response  when 
she  is  also  present  in  the  interview  because  she  will  think  herself  respon- 
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sible  for  how  her  husband  feels  (as  a  therapist  might  after  some  years 
with  the  patient ) . 

TRAINING  IN  METACOMMUNICATION 

It  is  the  point  of  view  of  family  therapy  that  the  individual  can  change 
only  when  his  family  system  changes,  and  so  logically  it  would  follow 
that  individual  therapy  must  somehow  lead  to  a  change  in  a  family  sys- 
tem which  permits  the  patient  to  undergo  change.  From  the  family  point 
of  view,  individual  therapy  is  a  way  of  working  with  one  person  and 
using  him  as  a  lever  to  produce  change  in  his  family.  An  important  ques- 
tion is  what  tlie  patient  learns  in  individual  therapy  that  can  be  used 
by  him  to  influence  his  family  system. 

If  one  looks  for  an  understanding  of  what  occurs  in  individual  therapy 
that  is  comparable  to  family  therapy,  a  major  factor  appears.  Individual 
therapy  is  a  training  institution  for  verbalizing  about  one's  relations  with 
other  people.  The  constant  emphasis  is  placed  upon  talking  about  one- 
self and  others,  including  the  therapist,  with  a  premise  that  if  a  patient 
talks  suflSciently  he  is  less  Hkely  to  act  out  or  somatize.  Inevitably  the 
individual  patient  will  carry  into  his  family  a  newly  learned  way  of  com- 
menting upon  what  is  going  on.  For  example,  when  a  patient  with  head- 
aches comments  on  her  husband's  behavior  instead  of  exhibiting  distress 
and  withdrawing,  she  is  requiring  him  to  deal  with  her  differently  than 
he  has  in  the  past  and  so  both  of  them  are  changing  their  behavior.  By 
communicating  verbally  about  a  family  member's  communicative  be- 
havior, the  patient  is  inducing  a  change  in  the  family  system. 

The  encouragement  of  verbal  metacommunication  is  a  common  factor 
in  various  types  of  individual  therapy,  and  the  basic  procedure  in  family 
therapy  is  to  sit  family  members  down  together  and  have  them  talk 
about  their  relationships  with  each  other.  As  they  talk  together  and  are 
pressed  to  comment  on  each  other's  communicative  behavior,  they  are 
using  verbal  comments  rather  than  previous  tactics  and  consequently 
the  system  must  undergo  a  change. 

COALITIONS:  THE  THERAPIST  AS  A  MODEL 

Although  we  have  no  taxonomy  of  the  tactics  people  use  in  power 
struggles,  we  know  that  an  absolutely  essential  aspect  of  such  struggles 
is  the  problem  of  coalition.  Most  of  the  usual  tactics,  such  as  threats, 
promises,  sabotage,  passive  resistance  and  physical  assault  are  used  to 
maintain  or  to  change  coalition  patterns.  When  a  family  member  ex- 
hibits symptoms,  the  power  struggle  has  usually  settled  into  a  stable  set 
of  coalitions,  but  a  set  which  is  in  some  sense  threatened  or  family  mem- 
bers would  not  seek  outside  assistance.  Since  in  power  relationships  an 
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advantage  gained  can  lead  to  further  advantages,  the  family  can  be 
threatened  with  an  imbalance  of  power  so  that  one  faction  will  call  upon 
the  services  of  an  outsider,  such  as  the  state,  to  restore  stability.  In  this 
sense,  the  hospitalization  of  a  family  member  does  not  mean  the  member 
is  expelled  from  the  system.  Usually  the  family  stabilizes  its  set  of  pat- 
terns by  using  the  hospital  as  a  threat  or  as  a  means  of  maintaining  the 
system  unchanged  by  the  use  of  hospital  forces.  A  family  therapist  will 
also  find  himself  considerably  under  pressure  to  use  his  support  to  main- 
tain the  family  system  unchanged. 

When  a  therapist  enters  the  power  struggle  in  a  family,  the  most  im- 
mediate question  will  be  this:  Where  will  he  fit  into  the  coalition  pat- 
terns? Each  warring  faction  will  attempt  to  bring  him  on  their  side.  If 
the  therapist  accepts  a  particular  side,  such  as  joining  the  parents  in  the 
idea  that  the  child  is  the  problem,  or  if  he  even  accepts  the  idea  that 
sides  must  be  taken,  he  is  likely  to  end  in  the  morass  which  the  family  is 
in  and  be  caught  up  in  their  struggle.  The  way  he  handles  his  en- 
trance onto  the  field  initially  can  have  considerable  efiFect  upon  the 
course  of  the  therapy. 

The  mere  act  of  talking  together  in  the  presence  of  an  outside  author- 
ity will  have  influence  on  a  family  but  will  doubtfully  induce  basic 
changes,  even  though  many  families  who  enter  therapy  find  an  hour's 
conversation  together  a  unique  experience.  The  addition  of  a  therapist 
who  is  not  merely  an  outsider  but  who  is  a  participant  provides  a  dif- 
ferent context  for  the  family  if  he  behaves  diflFerently  from  the  habitual 
behavior  of  family  members. 

A  therapist  behaves  difiFerently  from  family  members  in  various  ways. 
For  example,  he  is  behaving  differently  when  he  proceeds  in  the  usual 
family  therapy  style  of  encouraging  the  democratic  virtues;  each  person 
is  to  have  a  fair  turn,  minority  views  are  to  be  expressed,  and  everyone  is 
encouraged  to  make  compromises  for  the  good  of  the  group.  This  em- 
phasis alone  effects  the  current  power  relationships  in  the  family  and 
makes  it  clear  that  the  therapist  is  not  siding  with  a  particular  faction. 
Therapists  of  all  schools  particularly  emphasize  being  fair  and  not  tak- 
ing sides  with  any  one  family  member.  This  usually  means  the  therapist 
shifts  coalitions  so  that  he  is  on  one  side  at  one  moment  and  another 
later,  sometimes  announcing  in  advance  that  he  will  do  this.  Ideally,  the 
therapist  sides  with  all  at  once  by  finding  a  level  where  he  is  placing  all 
factions  within  a  single  class.  For  example,  he  might  side  with  the  par- 
ents because  the  child  is  misbehaving  but  also  side  with  the  child  be- 
cause he  is  being  provoked  into  misbehaving.  When  the  therapist  does 
not  join  the  family  in  insisting  that  one  member  is  the  problem  and  asks 
them  to  consider  the  entire  family  as  a  problem,  he  has  stepped  to  a 
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higher  level  where  he  can  coalesce  with  all  members  in  a  common 
cause. 

The  therapist  provides  the  family  a  model,  either  implicitly  or  explic- 
itly, for  handling  discipHnary  problems.  Typically  the  disturbed  family 
is  an  inconsistent  family.  Extreme  behavior  is  permitted  and  then  op- 
posed and  permitted  again.  Both  overprotection  and  harsh  punishment 
can  alternate,  and  the  problem  member  usually  has  few  consistent  re- 
straints upon  him.  By  his  advice,  and  by  the  ways  he  handles  the  fam- 
ily in  the  room,  the  therapist  exhibits  ways  for  family  members  to  deal 
with  each  other  more  consistently. 

Related  to  both  restraints  and  metacommunicative  training  is  the  way 
the  therapist  sets  himself  as  a  model  by  not  letting  himself  be  provoked 
by  family  members.  He  particularly  does  not  let  himself  be  provoked 
into  coalitions  which  are  being  instigated  by  symptomatic  behavior  or 
distress  in  a  family  member.  For  example,  the  father  in  the  family  might 
always  be  provoked  to  apology,  or  to  exasperation,  by  pained  looks  or 
weeping  from  his  wife,  but  the  therapist  does  not  let  her  distress  engi- 
neer either  an  antagonism  or  a  coahtion.  Similarly,  a  child  who  looks  piti- 
fully unhappy  can  provoke  the  parents  but  not  the  therapist,  just  as  a 
husband  can  induce  condemnation  from  his  wife  by  behaving  irrespon- 
sibly but  he  finds  the  therapist  does  not  condemn  him  as  expected.  Reg- 
ularly the  therapist  is  likely  to  set  an  example  of  metacommunication  by 
commenting  on  the  way  he  is  being  handled  rather  than  by  merely  re- 
sponding on  the  other  person's  terms  and  so  being  caught  up  in  the  sys- 
tem. 

By  not  responding  on  the  patient's  terms  when  the  patient  is  exhibiting 
symptomatic  or  distressful  behavior,  the  therapist  requires  the  patient 
to  deal  with  him  in  other  ways,  in  both  individual  and  family  therapy. 
A  difference  hes  in  the  fact  that  in  family  therapy  the  other  members 
can  observe,  and  utihze  for  themselves,  the  ways  the  therapist  handles 
provocation.  In  individual  therapy  only  the  patient  can  do  this  by  ob- 
serving how  he  himself  is  handled.  He  might  then  carry  the  therapist's 
techniques  into  his  family,  as  people  report  who  have  Hved  with  family 
members  undergoing  psychotherapy. 

COALITION:  THE  CONTROL  ASPECT 

In  previous  chapters  there  has  been  a  discussion  of  the  ways  a  thera- 
pist gains  control  of  the  relationship  with  individual  patients  in  various 
forms  of  psychotherapy  and  a  discussion  of  his  strategies  with  married 
couples.  A  similar  process  takes  place  in  family  therapy  with  the  addi- 
tional problem  that  the  therapist  is  dealing  with  more  than  two  people 
at  once. 
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The  family  therapist  takes  charge  by  laying  down  the  general  rules 
of  the  game  for  the  family,  and  within  this  framework  he  places  the  fam- 
ily in  charge  of  what  is  to  happen  in  the  room.  Placing  the  emphasis 
upon  the  family's  initiative  in  solving  their  own  problems,  he  sometimes 
even  points  out  that  they  are  the  best  therapists  for  each  other.  By 
doing  this  the  therapist  takes  a  metagoverning  position  while  denying  it, 
and  the  family  is  placed  in  a  position  where  their  usual  methods  of  tak- 
ing charge  of  a  relationship  are  being  encouraged  and  requested  by  the 
person  in  charge.  When  the  therapist  uses  passive  silence,  the  paradox 
faced  by  the  family  is  essentially  the  one  set  up  by  the  psychoanalytic 
procedure.  More  active  therapists  first  set  the  framework  of  being  the 
expert  in  charge  and  then  proceed  with  a  constant  disinvolvement  from 
responsibihty  so  that  the  family  members  are  consistently  encouraged 
to  be  in  charge.  For  example,  if  mother  asks  what  she  is  to  do  with  a 
recalcitrant  daughter,  the  therapist  does  not  tell  her.  He  might  ask  her 
what  she  feels  hke  doing,  he  might  suggest  more  discussion  to  clarify 
the  situation,  he  might  point  out  that  she  seems  to  feel  helpless  in  this 
situation,  he  might  raise  a  question  why  it  is  such  a  problem  to  her,  and 
so  on.  As  he  shifts  the  responsibility  for  what  to  do  with  the  daughter 
to  her,  the  mother  is  being  placed  in  charge  by  him  and  so  cannot  take 
charge  of  him.  Similarly,  the  daughter  cannot  engage  him  in  a  power 
struggle  on  this  issue  because  he  is  confining  the  responsibility  within 
the  family.  Some  family  therapists  will  directly  tell  a  family  what  to 
do,  but  then  the  directive  usually  places  the  initiative  upon  the  family. 

As  one  might  expect  in  a  power  struggle,  the  problem  of  control  for 
the  therapist  centers  in  the  attempts  by  family  members  to  initiate  co- 
alitions with  him.  Typically  the  therapist  arranges  the  situation  so  that 
the  coalitions  which  occur  are  on  his  terms.  Attempts  by  family  mem- 
bers include  provoking  him  to  side  with  others  or  inducing  him  to  side 
with  them  and  such  maneuvers  can  be  active  or  passive.  Mother  might 
say,  "Don't  you  think  my  husband  should  go  to  work?"  thus  inviting  a 
coalition  against  her  husband,  or  she  might  just  appear  helpless  and 
anxious  and  apparently  needing  support,  thereby  inviting  a  coalition 
against  the  family  members  who  are  distressing  her.  If  the  therapist  does 
accept  the  coahtion,  he  manages  to  side  with  both.  For  example,  he 
might  say,  "Naturally  you  would  want  your  husband  to  work,  but  per- 
haps he  doesn't  feel  ready  to  yet,"  thereby  siding  with  the  wife  but  also 
with  the  husband  in  the  sense  that  he  has  rights  about  going  to  work. 
Faced  with  helplessness  or  distress  as  an  invitation  for  coalition,  the 
therapist  might  say,  "Have  you  noticed  how  the  others  in  the  family  be- 
come uneasy  when  you're  upset?"  indicating  he  is  on  the  side  of  all. 
Sometimes  coalitions  are  difficult  to  avoid.  For  example,  some  mothers 
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of  schizophrenics  will  act  as  a  kind  of  chorus  for  the  therapist.  Each 
thing  he  says  they  will  say  "That's  right,  yes,  that's  right,"  so  that  the 
therapist  continually  has  mother  on  his  side  even  if  he  would  rather  not. 
His  problem  is  to  prevent  such  support  from  her  without  letting  her 
antagonize  him  and  force  him  into  a  coalition  with  someone  else. 

Most  of  the  tactics  of  family  therapy  are  essentially  similar  to  those 
of  marriage  therapy  once  the  emphasis  has  shifted  from  the  ostensible 
patient  to  the  family  as  a  group  or  the  parental  conflict.  However,  the 
shift  of  focus  from  the  identified  patient  is  not  an  easy  one  to  make  and 
requires  bringing  about  a  change  in  the  system.  Because  of  the  power 
given  to  the  patient  by  his  symptomatic  behavior,  as  well  as  because  of 
the  use  of  him  in  factional  struggles,  the  patient  can  be  the  center  of 
attention.  A  child  who  refuses  to  talk,  such  as  a  mute  schizophrenic,  can 
carry  more  weight  in  a  family  conversation  than  the  most  loquacious 
parent.  Typically  such  a  child  is  only  mute  verbally;  if  the  conversation 
goes  in  certain  directions,  he  will  move  restlessly,  thereby  suddenly  call- 
ing the  attention  of  the  whole  family  to  himself.  Similarly,  a  child  can 
set  off  in  psychotic  verbiage,  or  threaten  some  act,  at  those  moments  a 
change  is  threatened  in  other  relationships  in  the  family,  including  a 
change  to  someone  else  as  the  focus  of  attention.  Usually  the  child  can 
provoke  people  to  respond  to  him  in  conflicting  ways:  they  are  sorry 
for  him  and  so  wish  to  side  with  him,  but  also  they  are  antagonized  by 
him  and  so  wish  to  side  against  him.  The  problem  for  the  therapist  is  to 
respond  in  such  a  way  that  what  he  does  is  not  at  the  instigation  of  the 
child  or  his  response  will  be  conflicting. 

If  the  child  does  not  behave  in  a  provoking  way  when  change  is 
threatened,  the  parents  are  likely  to  turn  to  him  or  refer  to  him  at  those 
moments.  For  example,  if  mother  and  father  begin  to  exhibit  more  open 
conflict  with  each  other,  and  so  are  breaking  a  rule  of  the  system,  one 
or  both  of  them  will  choose  that  moment  to  say,  "Well,  if  it  wasn't  for 
our  son's  difiiculties  everything  would  be  all  right." 

Although  therapists  usually  handle  the  emphasis  upon  the  child  by 
pointing  it  out  when  it  occurs,  such  comments  do  not  usually  produce  a 
change.  Ways  to  deal  with  the  problem  have  by  no  means  been  solved. 
Typically  the  family  therapist  will  take  charge  of  the  situation  himself 
when  he  sees  this  sequence  occurring.  He  might  use  one  of  several  tac- 
tics: he  can  say  that  something  is  distressing  the  child  and  suggest  ex- 
amining what  is  being  said  to  see  if  touching  on  a  sensitive  family  prob- 
lem has  provoked  the  misbehavior  from  the  child.  Or  he  might  go  further 
and  say  to  the  child  that  it  would  be  helpful  in  the  future  if  he  exhibited 
some  distress  whenever  the  parents  are  talking  about  something  they  are 
too  sensitive  about  (thus  defining  the  patient  explicitly  as  a  thermome- 
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ter  of  parental  tensions).  Or  the  therapist  might  stop  the  conversation 
and  deal  with  the  interruption  and  return  precisely  to  the  point  where 
the  conversation  left  off  so  the  interruption  loses  its  function.  Some  ther- 
apists will  define  the  child's  behavior  as  an  attempt  to  divide  the  parents, 
and  so  encourage  them  to  form  a  coalition  against  his  provocations,  while 
others  will  occasionally  see  the  parents  without  the  child  so  that  they  are 
not  distracted  from  sensitive  subjects  by  him. 

The  behavior  of  the  problem  member  of  a  family,  usually  a  child  in 
family  therapy,  is  gross  enough  to  observe  a  reaction  in  him  when  there 
is  a  shift  in  relationships  in  the  family.  However,  similar  reactions  occur 
in  father  and  mother.  If  father  and  child  threaten  a  change  in  their  co- 
alition, mother  will  react  in  such  a  way  that  change  is  inhibited,  and  if 
mother  and  child  are  shifting  their  relationship,  the  father  will  respond. 

Since  the  problem  of  being  engineered  into  coalitions  in  the  family 
power  struggle  is  central  to  family  therapy,  one  would  expect  that  the 
dijfferent  methods  which  have  developed  would  focus  around  this  prob- 
lem. Whether  or  not  therapists  deliberately  set  out  to  cope  with  coali- 
tions as  part  of  their  method,  it  would  appear  they  have  done  so.  For 
example,  BelP  will  begin  therapy  by  seeing  the  parents  alone  together, 
thereby  apparently  siding  with  them,  and  then  ask  them  to  remain  silent 
in  the  next  session  while  he  talks  with  the  child  about  the  family.  The 
parents  must  then  sit  quietly  and  listen  to  the  child's  side  being  elicited 
by  a  sympathetic  therapist.  In  this  way  Bell  sets  up  a  framework  of  sid- 
ing with  the  parents  and  within  that  framework  he  sides  with  the  child, 
the  ultimate  result  being  an  actual  coalition  with  neither  faction  but 
with  the  family  as  a  whole.  By  using  two  rooms,  FuUweiler^^  prevents 
the  family  members  pulling  him  into  coalitions  because  he  is  not  in  the 
room  with  them  to  be  pulled  in.  He  makes  his  entrances  and  exits  on 
his  own  terms,  and  confining  the  family  alone  in  a  room  emphasizes  the 
family  as  a  problem  rather  than  a  particular  faction.  The  use  of  multiple 
therapists,  as  in  the  Galveston  school^^  where  not  only  is  each  family 
member  given  a  therapist  but  they  are  then  exchanged,  makes  it  di£B- 
cult  for  family  members  to  engineer  coahtions.  Other  schools  using  two 
therapists  experience  the  extent  of  the  family  power  struggle  as  the 
therapists  find  themselves  under  pressure  to  break  up  their  own  coalition 
and  side  with  diflFerent  family  factions. 

GOVERNING  THE  GOVERNORS 

If  a  therapist  is  going  to  change  the  "setting"  of  a  family  system,  he 
must  become  a  metagovernor  of  the  system,  and  the  procedures  for  suc- 
ceeding in  this  task  have  by  no  means  been  fully  developed.  The  proc- 
ess of  disentangling  himself  from  coalitions  and  commenting  upon  how 
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he  is  being  handled  as  he  dechnes  to  respond  to  provocation  will  help  a 
therapist  avoid  being  governed  by  the  family  members.  However,  the 
process  of  change  requires  more  than  avoidance  behavior  by  him;  he 
must  also  do  some  governing.  Yet  any  direct  governing  he  does  will  be 
met  by  resistance  and,  in  fact,  activate  the  very  system  he  is  trying  to 
change.  The  more  the  therapist  attempts  direct  reform  in  a  disturbed 
family,  the  more  likely  he  is  to  induce  the  self-corrective  processes  in 
the  system  and  so  achieve  only  greater  rigidity.  It  would  appear  that 
to  successfully  govern  the  family,  as  with  the  individual,  the  therapist 
must  permit  and  encourage  typical  behavior  in  such  a  way  that  the  be- 
havior is  changed. 

There  are  three  major  tactics  typically  used  by  family  therapists.  The 
first  is  that  class  of  directives  to  the  family  which  are  phrased  in  such  a 
way  that  they  cannot  be  resisted  because  of  their  ambiguity.  For  ex- 
ample, if  one  directs  someone  by  saying,  "Put  your  feet  up  on  that 
desk,"  the  other  person  can  easily  resist  if  he  chooses.  However,  if  some- 
one directs  another  to  "express  your  feelings,"  there  is  no  way  to  avoid 
following  the  directive.  Whatever  the  person  repHes  can  be  taken  as  an 
expression  of  feehngs.  It  is  in  this  aspect  of  therapy  that  the  ambiguity 
in  psychiatric  concepts  becomes  important,  but  clearly  for  tactical  rea- 
sons. When  open  conflict  has  reached  a  certain  point  in  a  family,  the 
therapist  is  Hkely  to  say  something  like,  "Now  it's  important  that  we  get 
at  the  real  feehngs  behind  this  situation,  so  let's  try  to  get  them  ex- 
pressed." Such  a  directive  is  irresistible  since  even  declining  it  will  in- 
volve the  expression  of  real  feelings.  Similarly,  a  therapist  will  say,  "All 
right,  today  let's  try  to  get  some  understanding  of  what  happened  in 
that  crisis  over  the  weekend."  Since  any  crisis  is  extremely  complex  and 
mirrors  many  aspects  of  family  Hfe,  any  discussion  will  be  following  the 
directive.  Should  the  family  overtly  refuse  to  talk  about  the  weekend 
and  only  discuss  something  else,  the  therapist  is  Hkely  to  say  at  the  end 
of  the  session,  "Apparently  that  crisis  was  a  little  too  much  for  you  to 
tolerate  discussing  at  this  time,  but  I  think  in  these  other  things  we're 
talking  about  we've  really  been  talking  about  what  happened  this  week- 
end." The  use  of  ambiguous  terminology  involving  the  language  of  emo- 
tions, the  language  of  meaning,  the  idea  of  achieving  understanding  or 
reaching  each  other  as  well  as  those  ideas  about  behavior  outside  of 
awareness  may  all  be  impossible  language  if  one  is  attempting  to  achieve 
scientific  rigor  in  description,  but  when  manipulating  a  family  in  such  a 
way  they  cannot  resist,  such  language  is  most  effective. 

A  second  major  tactic  in  family  therapy  is  the  emphasis  upon  the  posi- 
tive. If  a  therapist  should  merely  agree  with  a  family  that  everyone  is 
behaving  badly  and  life  is  miserable,  he  is  hkely  to  find  his  therapeutic 
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result  confirming  such  a  point  o£  view.  Typically  the  therapist  looks  for 
positive  aspects  in  the  family's  dealings  and  redefines  the  negative  be- 
havior as  positive  strivings  whenever  possible.  Such  an  emphasis  upon 
the  positive  makes  the  therapist  difficult  to  oppose.  When  the  therapist 
asks  the  family  to  undergo  a  painful  ordeal,  such  as  a  discussion  of 
something  they  would  rather  not  discuss,  he  will  define  this  request  as 
having  the  positive  goal  of  being  good  for  each  family  member.  Faced 
with  such  benevolence,  the  family  members  find  it  diflBcult  to  resist 
without  appearing  recalcitrant  malcontents.  When  the  therapist  em- 
phasizes that  he  is  siding  with  the  whole  family  and  that  he  has  the  good 
of  the  whole  family  in  mind  whatever  he  is  doing,  splinter  groups  within 
the  family  find  it  difficult  to  oppose  him  without  appearing  selfish  and 
disloyal.  The  therapist  introduces  uncertainty  into  a  deadlocked  struggle 
by  redefining  negative  behavior  of  a  family  member  as  an  attempt  to 
reach  other  family  members  or  as  misunderstood  attempts  to  be  helpful. 
In  one  family  where  father  took  after  mother  with  an  axe  and  almost 
caught  her,  the  therapist  succeeded  in  defining  the  situation  as  really 
an  attempt  by  father  to  bring  about  a  closer  relationship  with  his  wife 
and  reach  her  emotionally. 

The  third  major  tactic  is  the  one  which  has  been  emphasized  through- 
out this  work— the  encouragement  of  usual  behavior  so  that  resistance 
can  only  manifest  itself  as  change.  When  one  conceives  of  a  disturbed 
family  as  one  where  the  conflict  centers  in  who  is  to  govern  whom,  it 
would  follow  that  a  tactic  to  govern  this  system  would  be  to  step  to  a 
higher  level  by  encouraging  the  family  members  to  continue  in  their 
usual  ways.  Faced  with  this  approach,  the  family  members  could  only 
resist  by  behaving  differently.  The  general  permissiveness  of  family 
therapists  functions  in  this  way,  and  more  active  therapists  will  directly 
encourage  usual  behavior.  For  example,  a  therapist  will,  in  treating  a 
family  in  which  mother  insists  upon  being  the  group  leader,  ask  her  to 
take  charge  in  the  family,  either  in  general,  or  in  a  session,  or  for  a  par- 
ticular task.  She  can  attempt  only  to  govern  the  therapist  when  he  has 
directed  her  in  this  way  by  permitting  other  family  members  to  govern 
her.  (One  can  observe  such  a  mother's  response  easily.  When  she  is 
speaking  for  the  group,  if  the  therapist  asks  her  to  speak  for  the  group 
that  day,  she  expresses  immediate  reluctance. ) 

The  encouragement  of  usual  behavior  is  implicit  in  many  of  the  in- 
structions by  therapists  about  ways  to  gain  understanding.  A  family 
therapist  will  say,  "I  want  you  to  talk  together  so  we  can  discover  what 
the  problems  are."  He  is  asking  the  family  to  demonstrate  its  system  and 
so  encouraging  usual  behavior. 

The  resistance  of  famihes  to  being  governed  by  a  therapist  can  pro- 
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vide  problems  when  the  identified  patient's  condition  begins  to  improve 
in  treatment.  If  only  the  child  changes,  it  can  be  because  the  therapist 
has  replaced  the  child  in  the  family  system.  Drawing  the  parental  focus 
upon  himself,  the  therapist  can  hberate  the  child  from  parental  coaHtion 
pressures  and  so  free  the  child  to  manifest  change  and  clinical  improve- 
ment. However,  if  the  therapist  then  removes  himself  from  the  picture 
without  further  resolution  of  the  family  conflicts,  the  child  can  be 
brought  back  into  the  position  he  formerly  occupied  and  so  manifest  a 
relapse.  Improvement  in  the  child  can  also  be  used  tactically  by  the 
other  family  members  in  relation  to  each  other.  A  mother  can  say  that 
such  improvement  indicates  that  father  was  always  inadequate;  if  he 
had  dealt  with  the  family  as  the  therapist  has,  the  family  would  have 
been  happier.  Similarly,  the  father  can  define  the  successful  intrusion 
of  the  therapist  as  an  indication  that  mother  was  inadequately  mother- 
ing tlie  family  previously.  Therefore  improvement  in  one  family  mem- 
ber can  sometimes  provoke  further  family  disturbance.  Rather  typically 
therapists  handle  this  problem  by  indicating  that  the  improvement  is 
the  result  of  parental  activity  or  cooperation  from  the  child  and  not  a 
result  of  their  own  influence.  When  credit  for  change  is  given  to  family 
members,  they  more  willingly  accept  the  change. 

In  contrast  to  individual  therapy,  the  problems  of  the  family  therapist 
are  multiplied  by  the  additional  relationships  he  must  simultaneously 
deal  with.  His  influence  on  one  member  can  induce  repercussions  in  his 
relationships  with  others.  He  is  also  unable  to  use  some  of  the  tactics  of 
individual  therapy.  For  example,  one  can  control  a  relationship  with  a 
single  patient  largely  by  using  silent  permissiveness  and  the  patient 
must  deal  with  the  therapist  no  matter  how  frustrating  his  unresponsive- 
ness might  be.  A  family,  however,  can  ignore  a  silent  therapist  and  go 
about  its  business  of  mutual  destruction  without  dealing  with  the  ther- 
apist. Silent  tactics  alone  cannot  induce  change  in  severely  disturbed 
families;  the  therapist  must  participate.  With  that  participation  comes 
all  the  comphcations  which  one  meets  if  he  steps  into  the  center  of  a 
power  struggle. 

The  interventions  of  a  family  therapist  are  paradoxical  in  nature  and 
are,  in  fact,  surprisingly  similar  to  the  tactics  family  members  use  with 
one  another.  The  family  therapist  who  seeks  a  source  for  new  techniques 
will  find  them  in  the  families  he  is  treating.  For  example,  therapists  typi- 
cally enter  and  withdraw  from  the  interchange  on  their  own  terms,  and 
so  do  family  members.  Family  members  as  well  as  therapists  are  often 
shppery  and  ambiguous  in  their  directives,  and  they  often  attempt  to 
form  coalitions  with  opposing  factions  simultaneously  rather  than  take 
a  firm  position  on  either  side.  Just  as  a  therapist  declines  responsibility 
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for  expertly  directing  the  family,  so  do  parents  in  disturbed  families 
decline  to  expertly  direct  the  younger  members  or  each  other.  Family 
members  as  well  as  therapists  will  often  define  what  they  are  doing,  par- 
ticularly when  providing  ordeals,  as  having  a  benevolent  and  protective 
purpose.  In  addition,  mothers  of  disturbed  families,  and  often  fathers, 
are  busy  being  helpful  and  encouraging  the  others  toward  self-under- 
standing, particularly  of  their  faults.  The  therapeutic  tactic  of  extin- 
guishing resistance  by  encouraging  it  is  commonly  used  by  some  family 
members.  As  one  mother  said  when  her  schizophrenic  child  had  gath- 
ered himself  together  to  criticize,  her,  "You  go  right  ahead  and  criticize 
me,  dear,  I'm  perfectly  willing  to  be  hurt  if  it  will  help  you," 

The  difference  between  the  behavior  of  the  therapist  and  family  mem- 
bers would  appear  to  reside  in  the  outcome.  The  therapist  is  protective, 
but  he  also  permits  the  family  to  work  out  problems  independently.  He 
will  also  encourage  usual  behavior,  but  in  a  framework  which  makes 
it  diflBcult  to  continue  it,  and  when  the  family  members  behave  differ- 
ently he  accepts  the  change.  Family  members  can  be  benevolent  and 
helpful  with  each  other,  despite  their  conflict,  but  they  typically  op- 
pose solutions  independently  arrived  at  and  oppose  change  when  it  oc- 
curs. The  family  therapist  may  be  approaching  the  family  in  terms  of 
'like  cures  like,"  but  the  outcome  is  different,  particularly  in  terms  of  the 
paradoxes  posed.  Family  members  can  benevolently  provide  an  ordeal 
for  one  another,  thereby  imposing  a  paradox,  but  if  the  victim  attempts 
to  escape  from  the  impossible  situation  he  is  condemned  for  being  un- 
willing to  accept  the  benevolence.  The  therapist  will  provide  a  bene- 
volent ordeal,  but  when  it  becomes  intolerable  and  the  family  changes, 
the  therapist  accepts  and  rewards  the  change.  The  detachment  of 
the  therapist  from  the  system,  which  is  as  necessary  as  his  participation 
in  it,  gives  him  a  position  where  he  can  function  as  a  temporary  in- 
truder in  the  system  and  not  a  permanent  element  caught  up  in  the  re- 
sistance to  change. 

Whether  a  patient  encounters  a  therapist  when  alone  or  when  in 
company  with  his  relatives,  he  finds  himself  involved  in  a  relationship 
which  contains  multiple  therapeutic  paradoxes  by  its  very  nature,  and 
to  deal  with  these  he  must  undergo  change.  The  types  of  paradoxes,  as 
they  appear  in  all  forms  of  psychotherapy,  will  be  examined  and  sum- 
marized in  the  final  chapter. 


CHAPTER  VII! 

The  Therapeutic  Paradoxes 


Depending  upon  the  problem  for  which  he  sought  reHef,  a  person  who 
changes  in  psychotherapy  will  undergo  somatic  changes,  changes  in 
emotional  intensity,  changes  in  his  ideology  or  systems  of  belief,  and 
changes  in  the  ways  he  behaves  in  his  organized  relationships  with  other 
people.  A  variety  of  procedures  have  been  developed  in  the  last  50 
years  to  bring  about  such  changes  in  the  individual,  the  married  couple, 
and  the  family.  Yet  just  how  the  various  methods  of  psychotherapy 
"cause"  a  person  to  change  has  remained  a  mystery. 

One  causal  assumption  common  to  many  psychotherapists  is  the 
idea  that  change  is  brought  about  by  increasing  the  patient's  under- 
standing of  himself  and  his  difficulties.  Dijfferent  therapists  who  share 
this  general  point  of  view  will  emphasize  di£Ferent  types  of  understand- 
ing, but  basic  in  psychiatric  tradition  is  the  idea  that  a  person  changes 
as  he  gains  more  awareness  of  what  he  is  doing  and  why.  However, 
those  who  hold  this  view  also  say  that  mere  understanding  is  not  suffi- 
cient; there  must  be  a  relationship  with  a  therapist,  a  working  through 
of  resistance  to  certain  ideas,  and  something  often  called  an  emotional 
integration  of  the  understanding.  Besides  the  disagreement  about  what 
kind  of  understanding  is  best,  many  types  of  psychotherapy— such  as 
the  conditioning  methods  and  some  styles  of  hypnotic  and  directive 
therapy— do  not  include  encouraging  self-understanding  at  all.  It  would 
appear  that  the  "cause"  of  psychotherapeutic  change  has  not  been  ex- 
plained to  everyone's  satisfaction.  There  is  disagreement  between  thera- 
pists who  treat  neurotic  individuals,  and  when  therapists  who  treat 
psychotics,  married  couples,  and  whole  famiHes  enter  the  discussion,  the 
diflPerences  of  opinion  become  even  greater. 

In  this  debate  about  the  cause  of  change  there  are  several  possibilities. 
Perhaps  only  self-understanding  will  induce  change,  perhaps  self-under- 
standing as  well  as  some  other  factor  in  nonawareness  therapy  will  both 
induce  change,  or  perhaps  some  factor  which  all  t>^pes  of  psychotherapy 
have  in  common  induces  change.  It  has  been  the  contention  of  this  book 
that  the  "cause"  of  change  resides  in  what  all  methods  of  therapy  have 
in  common— the  therapeutic  paradoxes  which  appear  in  the  relationship 
between  psychotherapist  and  patient. 

With  the  description  of  psychotherapy  recently  broadened  to  include 
both  the  behavior  of  the  therapist  and  the  patient,  factors  which  are 
relevant  to  change  appear  which  were  never  evident  when  the  patient 
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alone  was  described.  With  only  one  person  in  the  picture,  explanations 
must  be  confined  to  that  person.  For  example,  there  are  a  number  o£ 
people  who  attempt  a  self-analysis  in  the  hope  that  they  can  bring  about 
changes  in  themselves.  A  person  might  attempt  to  analyze  his  dreams 
and  explore  in  reverie  the  influence  of  his  childhood  upon  his  present 
life.  At  a  certain  point  he  can  feel  relief  and  say  that  he  has  undergone 
a  change.  He  would  naturally  believe  this  change  was  the  result  of  his 
new  self -understanding,  as  anyone  would  who  described  only  him.  Yet  a 
more  complete  description  could  reveal  other  relevant  factors.  It  is 
possible  that  his  announcement  of  beginning  a  self-analysis  could  be 
described  as  part  of  his  strategy  in  dealing  with  his  wife.  It  is  even  pos- 
sible that  a  fuller  description  would  reveal  that  he  analyzed  a  dream  and 
discovered  the  "cause"  of  certain  behavior  and  so  abandoned  it  and  felt 
relief  at  the  moment  his  wife  refused  to  put  up  with  that  behavior  from 
him.  Of  course,  the  matter  cannot  be  quite  that  simple,  but  whenever  it 
is  said  that  an  increase  in  self-understanding  produced  a  change  it  is 
reasonable  to  ask  what  shifts  in  relationship  occurred  in  the  person's 
life  at  the  time  of  the  change. 

When  a  more  full  description  of  psychotherapy  is  made,  one  factor 
which  is  held  in  common  by  all  types  of  psychotherapy  is  the  way 
the  psychotherapist  poses  paradoxes  for  the  patient.  Sometimes  these 
paradoxes  are  obvious,  and  sometimes  they  are  difiicult  to  notice  if  a 
therapist  takes  certain  procedures  so  for  granted  that  he  does  not  see 
the  implications  of  what  he  is  doing.  A  paradoxical  situation  is  some- 
times more  apparent  if  it  occurs  outside  the  area  of  familiarity,  and  an 
example  can  be  giyen  here  of  a  procedure  for  inducing  change  in  Zen 
Buddhism.  A  Zen  student  who  wishes  to  achieve  satori,  or  a  change  in 
his  conception  of  reality,  seeks  out  a  Zen  Master.  Typically  the  Master 
poses  paradoxes  for  the  student.  These  paradoxes  can  be  in  the  form 
of  koans,  which  are  impossible  questions,  or  they  can  occur  more  di- 
rectly in  the  personal  interaction  of  master  and  student.  For  example, 
a  Zen  Master  will  hold  a  stick  over  a  student's  head  and  say,  "If  you 
say  this  stick  is  real,  I  will  hit  you.  If  you  say  it  is  not  real,  I  will  hit  you. 
If  you  don't  say  anything,  I  will  hit  you."  The  student  is  in  an  "impossi- 
ble" situation  if  he  attempts  to  solve  it  in  ways  he  has  previously  solved 
problems.  He  is  caught  in  a  paradox;  obviously  a  stick  is  either  real  or  it 
is  not  real,  and  yet  he  can  give  neither  answer.  But  he  must  answer  or  suf- 
fer the  humiliation  of  being  hit  by  his  teacher. 

From  the  Master's  point  of  view,  he  has  posed  a  paradox  which  can 
force  the  student  to  break  free  of  his  past  ways  of  conceptualizing  real- 
ity and  meeting  situations.  The  paradox  posed  the  student  is  this:  the 
master  has  defined  the  situation  as  one  where  he  is  going  to  change  the 
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student's  conception  of  reality.  Within  that  framework,  the  master  en- 
courages the  student  to  continue  with  his  conception  of  reality— his 
premises  that  things  are  either  real  or  not  real  and  one  should  always 
do  what  masters  say.  Simultaneously,  the  teacher  provides  a  situation 
which  makes  it  extremely  painful  for  the  student  to  continue  with  his 
usual  conception  of  reaHty.  The  student  can  only  resolve  the  problem 
by  a  shift  in  his  classification  system;  he  must  discard  the  premises  of 
the  problem  or  discard  his  premises  about  his  relationship  with  the 
Master  which  are  implicit  in  the  posing  of  the  problem.  He  might  do 
both  by  siezing  the  stick. 

From  the  point  of  view  of  certain  theories  in  Western  psychiatry, 
particularly  psychoanalysis,  the  Zen  Master  is  not  going  about  his  busi- 
ness properly.  If  he  wishes  to  induce  change  in  a  student,  he  should  en- 
courage the  disciple  to  discuss  his  conception  of  reaHty  and  his  feelings 
about  his  life  situation.  Then  the  Master  should  trace  the  development 
of  the  student's  conception  to  the  roots  in  childhood  and  relate  this  con- 
ception to  his  unconscious  ideas.  When  the  student  has  become  suflB- 
ciently  aware  of  the  source  of  his  ideas  about  reaHty,  this  self-under- 
standing will  permit  him  to  correct  himself  and  become  enlightened. 

However,  if  one  examines  this  method  of  inducing  change  from  the 
point  of  view  of  the  procedures  of  Western  psychiatry  rather  than  theory, 
there  are  surprising  similarities  in  the  two  methods.  The  Zen  Master  en- 
traps the  student  in  a  paradoxical  situation  which  is  essentially  the  same 
one  which  has  been  traced  through  the  various  types  of  psychotherapy 
discussed  in  this  book.  The  psychotherapist  (a)  sets  up  a  benevolent 
framework  defined  as  one  where  change  is  to  take  place,  (b)  he  permits 
or  encourages  the  patient  to  continue  with  unchanged  behavior,  and 
(c)  he  provides  an  ordeal  which  will  continue  as  long  as  the  patient 
continues  with  unchanged  behavior. 

THE  CLASS  OF  CLASSES 

The  point  of  view  presented  in  this  work  assumes  that  psychopathol- 
ogy  occurs  because  man  is  a  classifying  animal  and  assumes  that 
change  occurs  when  a  person  must  resolve  paradoxes  posed  in  terms  of 
his  classification  system.  Because  we  can  classify  the  world  as  real  or 
not  real  we  pose  problems  of  the  nature  of  reaHty  and  so  make  Zen 
Masters  necessary.  Similarly,  when  we  classify  relationships  as  dom- 
inating or  not,  humiliating  or  not,  voluntary  or  not,  we  are  caught  up 
in  the  classification  problems  which  are  central  to  psychiatric  symptoms. 

When  a  man  divides  the  phenomena  of  the  world,  including  himself, 
into  classes,  he  faces  the  formidable  problem  of  keeping  different 
levels  of  classes  straight.  The  act  of  classifying  can  immediately  pose 
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problems.  To  create  a  class  of  things  means  automatically  creating  an- 
other class  which  are  not  those  things,  and  men  can  spend  their  Hves 
pursuing  a  not-something,  as  busy  philosophers  demonstrate.  The  man 
who  tries  to  avoid  distress  has  divided  the  world  into  the  distressful 
and  the  nondistressful.  He  cannot  have  one  without  the  other  because 
one  class  depends  for  its  existence  upon  the  other.  Similarly,  to  postulate 
goodness  is  to  create  badness. 

At  more  complex  levels,  the  creation  of  a  class  poses  problems  about 
the  relationship  of  a  class  to  its  members.  What  is  an  item  in  one  class 
at  one  level  can  become  the  name  of  that  class,  or  another,  at  a  meta- 
level.  We  can  find,  for  example,  that  a  good  thing  might  be  done  for  a 
bad  cause  and  our  classification  system  on  "good"  and  "bad"  begins 
to  be  in  diflBculty.  The  problem  of  classification  becomes  particularly  con- 
fusing as  people  communicate  their  classes  to  one  another.  Each  mes- 
sage they  exchange  classifies  some  other  message  and  is  classified  by  it 
in  turn  so  that  paradox  can  arise  whenever  an  item  in  a  class  also  quali- 
fies the  class.  If  a  man  says,  "I  am  lying,"  is  he  telling  the  truth?  His 
statement  is  an  item  in  a  class  of  untruths,  but  it  also  defines  the  class 
so  that  if  he  is  lying  he  is  telling  the  truth. 

When  these  classification  paradoxes  appear  in  the  ways  people  deal 
with  one  another,  the  human  dilemma  becomes  apparent.  The  woman 
who  decides  that  she  will  not  be  a  dominating  woman  is  caught  in  a 
classification  problem.  The  more  helpless  she  becomes  to  place  herself  in 
the  class  of  being  nondominating,  the  more  her  helpless  behavior  will 
dominate  others  into  taking  care  of  her.  In  the  reverse  case,  a  man  can 
decide  that  he  is  not  dominating  enough  and  so  he  will  set  out  to  dom- 
inate others  and  find  himself  helplessly  dependent  upon  their  coopera- 
tion in  being  dominated.  Whenever  a  person  offers  to  another  a  class  of 
behavior  which  is  incongruent  with  a  qualifying  class  of  behavior,  a 
paradox  is  posed;  the  crusader  who  insists  that  everyone  should  be 
equal  will  dictate  equality  and  so  pose  a  paradox  to  everyone  he  at- 
tempts to  raise  to  equal  status  with  himself. 

The  extraordinary  diflBculties  which  men  encounter  when  they  at- 
tempt to  communicate  with  one  another  center  in  the  fact  that  each 
message  communicated  will  classify  and  be  classified  by  another  mes- 
sage which  will  in  turn  classify  the  other  two  and  so  on  in  infinite  regress. 
When  these  levels  of  message  are  incongruent  with  one  another,  con- 
fusion and  distress  must  arise  in  a  relationship.  Certain  areas  of  human 
life  are  most  susceptible  to  classification  problems;  these  are  the  focus 
of  psychotherapy.  Just  as  the  Zen  student's  concern  about  problems  of 
reality  will  be  answered  by  paradoxes  posing  the  nature  of  reality,  so 
will  areas  of  classification  most  relevant  to  psychopathology  lead  to 
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paradoxes  posed  in  those  areas  by  psychotherapists.  A  summary  is  of- 
fered here  of  the  paradoxes  posed  in  common  by  all  forms  of  psycho- 
therapy which  have  been  presented  in  greater  detail  in  each  chapter  of 
this  work. 

THE  VOLUNTARY  AND  THE  COMPULSORY  RELATIONSHIPS 

Psychotherapy,  with  certain  exceptions,  is  initially  labeled  as  a  volun- 
tary relationship  (as  is  the  hypnotic  and  the  master-student  relationship 
in  Zen).  The  patient  is  advised  that  he  is  seeking  help  of  his  own  free 
will  and  the  success  of  the  treatment  depends  upon  his  willingness  to 
cooperate  and  continue  the  relationship  despite  difiBculties  which  might 
arise.  Within  that  framework  of  a  voluntary  relationship,  the  therapist 
indicates  that  the  relationship  is  compulsory  by  insisting  that  a  patient 
not  miss  appointments  and  defining  his  attempts  to  end  treatment  as 
resistance  to  change.  From  the  patient's  point  of  view,  he  is  being  posed 
a  paradoxical  definition  of  the  relationship:  it  is  compulsory  within  a 
voluntary  frame. 

Those  types  of  psychotherapy  which  are  not  voluntary  pose  the  re- 
verse situation.  Certain  types  of  patients,  particularly  psychotics,  are 
sometimes  brought  into  psychotherapy  under  duress.  This  duress  labels 
the  relationship  as  compulsory.  Yet  the  therapist  typically  indicates  that 
he  is  only  forcing  the  patient  to  come  to  the  interviews  because  the  pa- 
tient really  wants  to  but  cannot  admit  it.  Within  the  compulsory  frame- 
work, he  defines  the  relationship  as  really  voluntary,  if  only  uncon- 
sciously so.  At  some  point  in  this  type  of  therapy  the  therapist  usually 
tests  the  issue  by  pointing  out  to  the  patient  that  he  does  not  really 
have  to  come  for  the  interviews  if  he  does  not  wish  to.  Often  the  patient 
accepts  this  voluntary  label,  and  the  relationship  continues  in  a  volun- 
tary framework  with  the  therapist  opposing  missed  interviews  or  dis- 
continuance. At  other  times  the  patient  refuses  to  come.  Then  institu- 
tional pressure  is  brought  to  bear  so  that  he  is  again  brought  in  under 
duress  until  such  time  as  the  voluntary  nature  of  the  relationship  is 
again  tested.  Whichever  way  the  framework  of  the  relationship  is  in- 
itially defined,  within  that  framework  it  is  defined  as  the  opposite.  This 
issue  continues  to  be  central  as  the  patient  is  continually  faced  with  it 
throughout  treatment.  The  resolution  of  the  problem  is  the  end  of  treat- 
ment. 

At  the  other  end  of  the  relationship,  the  patient  is  always  somewhat 
uncertain  whether  the  therapist  is  seeing  him  out  of  choice  or  as  a  paid 
duty— does  he  choose  to  see  him  or  is  it  compulsory?  Usually  the  thera- 
pist defines  the  relationship  as  one  of  the  most  intimate  in  human  life 
and  therefore  the  patient  should  reveal  all  to  this  man  who  is  interested 
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in  all  the  details  of  his  personality.  Yet  simultaneously  the  therapist  in- 
dicates that  when  the  interview  ends  he  has  no  interest  in  seeing  the 
patient  outside  the  oflSce.  The  interest  and  concern  of  the  therapist  ap- 
pears within  a  framework  of  a  lack  of  sharing  any  other  aspect  of  social 
life  together.  The  patient  has  diflBculty  clarifying  the  interest  or  disin- 
terest of  the  therapist  and  so  the  voluntary  or  compulsory  nature  of  the 
relationship. 

If  one  wished  to  explore  why  a  man  is  concerned  about  whether  or 
not  his  relationship  is  compulsory  or  voluntary,  one  could  do  so  in  the 
history  of  the  family.  A  major  problem,  particularly  for  psychiatric  pa- 
tients, is  whether  people  associate  with  them  because  they  wish  to  or 
because  they  must.  From  infancy  to  adulthood  a  human  being  can  be 
raised  in  an  atmosphere  of  uncertainty.  Did  his  parents  wish  to  have 
him  or  did  they  not?  (This  is  the  relationship  birth  trauma.)  Do  they 
continue  to  care  for  him  out  of  choice  or  because  they  must?  In  this 
area  resides  the  problems  of  dependency,  threats  of  abandonment,  and 
fears  of  separation.  If  the  issue  becomes  a  major  one,  a  child  might  test 
the  definition  of  the  relationship  by  running  away  or  by  creating  diflB- 
culties  to  see  if  his  parents  really  want  him.  Often  such  actions  confuse 
rather  than  clarify  the  situation.  Similarly,  parents  can  wonder  if  their 
child  chooses  to  be  with  them  or  merely  has  no  place  else  to  go  until  he 
is  of  age.  In  certain  types  of  family,  such  as  the  family  with  a  schizo- 
phrenic child,  there  appears  to  be  excessive  concern  over  the  child 
choosing  to  associate  with  people  outside  the  home.  The  parents  will  op- 
pose such  association,  yet  if  they  do  and  the  child  remains  at  home  the 
parents  do  not  feel  reassured  because  they  feel  he  might  only  be  staying 
with  them  because  they  insist.  Therefore  they  often  encourage  him  to  as- 
sociate with  people  outside  the  home  while  opposing  his  actions  if  he 
does. 

When  a  person  matures  and  leaves  his  family,  he  can  continue  to  be 
faced  with  the  same  problem  when  he  creates  a  new  family.  Is  the  mar- 
ital relationship  one  of  choice,  or  does  the  marriage  continue  because 
of  legal  sanctions  or  the  presence  of  children  or  habit?  The  distress 
which  centers  in  this  uncertainty,  particularly  if  the  spouse  simultan- 
eously defines  the  relationship  as  both  of  choice  and  compulsory,  can 
lead  to  distress  in  marriage  and  ultimately  a  relationship  with  a  psy- 
chotherapist where  this  issue  will  be  focused  upon  in  that  relationship. 

THE  BLAMED  AND  UNBLAMED 

If  a  man  is  blamed  for  something  he  can  accept  the  blame  or  deny 
it.  If  he  is  absolved  of  blame,  he  can  appreciate  it  or  protest  his  fault. 
In  psychotherapy,  the  patient  is  faced  with  a  relationship  in  which  he 
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is  neither  blamed  nor  absolved  of  blame  but  yet  is  presented  with  both 
messages  simultaneously. 

In  general,  a  psychotherapist  treats  a  patient  as  if  the  man  cannot 
help  behaving  as  he  does.  He  is  assumed  to  be  driven  by  forces  outside 
of  his  control  and  provoked  by  thoughts  and  fantasies  of  which  he  is 
unaware.  Whatever  distress  he  provides  himself  or  others,  it  is  clearly 
not  his  fault.  Yet  at  the  same  time  the  framework  of  psychotherapy  is 
based  upon  the  premise  that  the  patient  can  help  behaving  as  he  does— 
that  is  why  he  is  there  for  treatment.  While  indicating  the  patient  can- 
not help  himself,  the  therapist  will  also  make  such  statements  as, 
"I  wonder  why  you  did  that  at  that  particular  time,"  or  "You  must  have 
felt  very  strongly  about  the  matter  to  have  that  reaction,"  or  "Let's 
try  to  get  some  understanding  of  why  you  would  do  such  a  thing." 
While  absolving  the  patient  of  blame,  the  therapy  focuses  upon  the  pa- 
tient's participation  in  bringing  about  his  distress.  This  double  level 
deaHng  with  blame  occurs  in  the  ways  the  therapist  handles  the  re- 
sistance of  the  patient.  He  cannot  help  resisting,  yet  he  is  expected  to 
overcome  the  resistance. 

The  patient's  willingness  to  blame  others  is  also  accepted  in  a  par- 
adoxical way.  His  parents  are  at  fault  by  their  mistreatment  of  him,  and 
yet  they  are  not  at  fault  because  they  could  not  help  themselves  (they 
were  driven  by  forces  beyond  them  as  he  is).  In  Family  Therapy,  the 
blamed  and  unblamed  of  parents  is  particularly  apparent.  Typically  the 
family  therapist  teUs  the  parents  of  the  disturbed  child  that  they  are 
not  to  be  blamed  for  his  dijBficulties.  Yet  they  are  also  told  that  if  they 
treat  him  diJfferently  he  will  not  have  diflBculties. 

DOMINATION  BY  THE  UNDOMINATING 

When  a  patient  takes  his  problem  to  a  therapist,  he  wishes  to  place 
himself  in  the  hands  of  an  expert  who  can  and  will  help  him.  Yet  his 
basic  problem  is  usually  the  way  he  deals  with  people  who  try  to  help 
him.  When  he  meets  the  psychotherapist,  he  faces  an  expert  who  takes 
charge  by  placing  the  patient  in  charge.  The  therapist  assumes  the  pos- 
ture of  an  expert,  and  within  that  framework  he  disinvolves  himself 
from  offering  expert  advice  and  places  the  initiative  for  what  is  to  happen 
in  the  hands  of  the  patient. 

If  one  is  openly  directed  by  another  person,  one  can  deal  with  him. 
If  one  is  not  directed  at  all  by  another,  the  control  problem  does  not 
arise.  Yet  if  one's  behavior  is  circumscribed  by  someone  who  is  indicat- 
ing he  is  not  circumscribing  it,  a  paradoxical  situation  has  arisen.  When 
a  hypnotist  tells  a  subject,  "I  can  only  hypnotize  you  by  following  your 
lead  because  you  reaUy  hypnotize  yourself,"   and  then  he   proceeds 
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to  direct  the  subject  and  lead  him,  the  subject  is  faced  with  an  "im- 
possible" situation  and  responds  by  undergoing  a  change  in  this  behavior 
and  his  subjective  sensations.  This  formal  pattern  of  directing  while 
denying  direction  is  typical  of  psychotherapy.  The  patient  cannot  follow 
direction  or  refuse  to  follow  it  when  he  is  faced  with  both  messages 
simultaneously.  Therefore  the  methods  he  has  used  to  provoke  direction 
or  oppose  it  become  impotent  in  the  face  of  this  therapeutic  paradox. 

In  nondirective  therapy  this  paradox  is  most  obvious  and  becomes  ap- 
parent the  moment  the  patient  attempts  to  control  the  therapist  in  his 
usual  ways— by  his  symptomatic  behavior.  The  therapist  will  use  one  or 
both  of  two  tactics:  he  will  encourage  the  patient  to  initiate  whatever  is 
to  happen  and  say  whatever  comes  to  mind,  thereby  encouraging  the 
patient  to  continue  behaving  in  his  usual  ways.  He  will  also  suggest  that 
the  symptomatic  complaint  is  not  the  point  and  they  must  deal  with 
what  is  behind  it.  If  the  patient  continues  with  an  emphasis  upon  symp- 
toms, the  therapist  is  permissive.  In  both  directive  and  nondirective 
therapy  the  attempts  by  the  patient  to  control  the  therapist  by  symp- 
tomatic behavior  are  accepted  in  such  a  way  that  they  cannot  con- 
tinue. When  he  is  permitted  or  encouraged  to  control  the  therapist,  the 
patient  finds  that  he  is  being  directed  by  the  therapist  to  direct  the 
therapist  and  he  must  abandon  this  type  of  behavior. 

Should  a  patient  attempt  to  use  improvement  or  getting  worse  to  gain 
control  of  a  therapist,  he  meets  the  therapist's  indication  that  the  source 
of  the  change  resides  within  the  patient  and  not  in  the  relationship.  Yet 
this  definition  of  change  as  "spontaneous"  occurs  within  a  framework 
of  the  therapist  bringing  about  the  change— that  is  what  the  patient  is 
paying  his  money  for. 

It  is  in  this  area  that  the  genius  of  Sigmund  Freud  is  most  evident. 
Faced  with  the  typical  psychiatric  patient,  Freud  was  dealing  with 
someone  who  would  resist  directives  or  influence.  In  his  method,  Freud 
emphasized  that  as  little  influence  as  possible  should  be  used  with  the 
patient.  There  should  be  no  advice  or  directions  and  no  analytic  intru- 
sion upon  the  patient's  "spontaneous"  behavior  and  productions.  Yet 
by  attempting  to  influence  the  patient  as  little  as  possible,  within  the 
framework  of  a  relationship  whose  only  purpose  was  to  influence  a 
patient,  Freud  posed  the  basic  paradox  of  the  method. 

DEAD  SERIOUS  PLAY 

One  of  our  major  tasks  when  we  deal  with  people  is  to  classify 
whether  they  are  sincere  or  not,  serious  or  not,  playful  or  not,  or 
whether  they  really  mean  what  they  say.  The  structure  of  psychother- 
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apy  is  a  peculiar  mixture  of  play  and  dead  seriousness.  It  is  a  kind  of 
game  in  which  the  participants  maneuver  each  other;  yet  it  is  defined 
as  the  very  essence  of  real  life.  The  interview  is  said  to  be  a  special  place 
with  difiPerent  rules  from  ordinary  life  and  so  the  patient  can  be  more 
self-expressive.  Yet  within  that  framework  the  patient  is  to  respond  as 
one  human  being  to  another.  In  nondirective  therapy  the  patient  is 
asked  to  be  spontaneous  and  responsive  to  a  man  who  is  unresponsive 
and  unspontaneous;  yet  the  therapist  will  suggest  that  the  diflSculty  the 
patient  has  dealing  with  him  is  relevant  to  his  diflBculties  in  having 
satisfactory  relationships  with  other  people.  The  patient  is  taught  that 
he  must  assume  that  the  therapist  will  make  comments  which  do  not 
represent  his  true  feelings  because  he  is  attempting  to  get  over  certain 
ideas  to  the  patient.  Yet  at  the  same  time  if  the  patient  indicates  that 
the  therapist  is  not  sincere  with  him  the  therapist  will  wonder  with  him 
what  could  be  the  origin  of  such  an  idea.  The  relationship  the  patient 
faces  is  like  no  other  in  human  life;  but  within  that  framework  the 
therapist  will  "wonder"  why  the  patient  does  not  respond  to  him  in  or- 
dinary ways. 

THE  BENEVOLENT  ORDEAL 

All  forms  of  psychotherapy  are  designed  to  help  the  unfortunate  who 
cannot  help  themselves,  and  so  the  basic  framework  of  psychotherapy  is 
benevolence.  Within  that  framework,  the  patient  is  placed  through  a 
punishing  ordeal  which  varies  with  the  type  of  therapy.  In  general, 
he  must  expose  all  the  sensitive  areas  of  his  life  to  a  man  who  does 
not  return  the  confidences,  just  as  he  must  talk  about  all  his  inadequa- 
cies to  a  man  who  apparently  has  none.  In  directive  therapy  he  can  be 
asked  to  go  through  a  specific  self-punishing  ordeal.  In  deconditioning 
therapy  he  is  asked  to  focus  upon  the  anxieties  he  has  been  attempting 
to  avoid.  In  family  therapy,  the  family  must  expose  the  details  of  their 
miserable  existence  to  a  man  who  is  no  doubt  a  successful  family  man 
and  father.  In  the  therapy  of  psychotics,  the  patient  can  have  imposed 
upon  him  the  company  of  a  therapist  he  has  not  sought,  he  must  be 
helped  in  a  grim  setting,  and  he  might  be  oflFered  for  his  benefit  the 
rougher  forms  of  treatment,  such  as  shock  treatment  and  lobotomy. 

If  a  therapist  was  merely  benevolent,  the  patient  could  deal  with  him. 
If  he  was  merely  a  man  who  provides  punishing  ordeals,  the  patient 
could  righteously  seek  the  company  of  someone  else.  Yet  when  the  ther- 
apist benevolently  provides  a  punishing  ordeal  which  will  continue  un- 
til the  patient  changes,  the  appropriate  response  for  a  patient  is  to  un- 
dergo "spontaneous"  change.  When  this  change  occurs,  both  therapist 
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and  patient  can  prefer  to  believe  it  is  the  result  of  the  sincerity  of  their 
relationship  and  the  greater  self -understanding  the  patient  has  achieved. 

RESISTANCE  TO  CHANGE 

When  one  suggests  that  the  "cause"  of  therapeutic  change  resides  in 
paradoxical  strategies  within  the  therapeutic  relationship,  it  is  apparent 
that  a  new  set  of  premises  about  the  nature  of  change  is  being  invoked. 
It  is  possible  to  resolve  many  of  the  paradoxes  which  have  been  dis- 
cussed in  this  work,  but  only  if  one  accepts  the  premises  of  this  new 
point  of  view. 

Traditional  psychiatric  theory  has  its  own  inner  logic.  If  a  patient 
is  suflFering  distress,  it  would  seem  logical  that  advice  and  persuasion  to 
change  his  way  of  life  would  lead  to  alleviation  of  that  distress.  If  the 
patient  does  not  change  his  way  of  life  when  oflFered  such  sensible  ad- 
vice and  persuasion,  it  would  also  logically  follow  that  he  cannot  be- 
cause he  is  driven  by  internal  forces  which  incapacitate  his  attempts 
at  change.  These  forces  might  be  phrased  in  terms  of  unconscious  drives 
or  repressed  ideas  or  they  might  be  placed  in  terms  of  past  conditioning, 
depending  upon  one's  theoretical  orientation.  But  such  explanations 
would  seem  to  have  been  derived  from  the  observation  that  patients  re- 
sist changes  which  are  in  their  best  interests. 

Today  it  appears  that  the  logic  of  traditional  psychiatric  theory  is  de- 
pendent upon  the  focus  being  only  upon  the  individual.  With  a  shift  of 
emphasis  from  the  individual  to  his  relationships,  it  becomes  equally 
logical  to  explain  the  patient's  resistance  to  change  as  a  product  of  the 
network  of  ongoing  relationships  in  which  he  is  embedded,  including 
the  relationship  with  a  therapist.  This  point  of  view,  too,  has  a  logic 
of  its  own,  and  from  tliis  viewpoint  seK-understanding  is  less  relevant  as 
an  explanation  of  change  than  are  paradoxical  strategies. 

When  we  shift  from  the  focus  upon  the  individual  to  the  study  of  ongo- 
ing relationships,  we  note  at  least  two  kinds  of  patterns:  those  patterns 
which  are  confined  to  certain  types  of  relationships,  and  those  abstract 
patterns  which  appear  to  be  inevitable  by  the  very  nature  of  forming 
and  maintaining  relationships.  An  example  of  the  first  kind  is  the  differ- 
ence between,  say,  a  therapeutic  relationship  and  a  friendship.  Presum- 
ably a  friendship  is  a  kind  of  relationship  which  will  continue  to  remain 
the  same.  A  therapeutic  relationship  is  constructed  upon  the  assumption 
that  it  will  change:  the  patient  seeking  help  from  a  helper  will  changp 
to  a  person  in  an  equal  relationship  with  the  other.  In  this  sense  the 
relationship  begins  as  a  complementary  one  with  a  built-in  assumption 
that  it  will  change  toward  symmetry.  Questions  about  the  nature  of 
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therapeutic  change  are  imbedded  in  the  nature  of  this  shift  in  type  of 
relationship. 

It  is  at  the  abstract  level  of  patterns  which  appear  no  matter  what 
the  type  of  relationship  that  we  find  a  resolution,  or  explanation,  of 
many  of  the  paradoxes  which  have  been  described  as  existing  in  ther- 
apeutic relationships.  It  would  appear  possible  that  relationships  are 
formed,  perpetuated,  and  changed  according  to  laws  or  rules  over  which 
the  individual  in  the  relationship  has  Httle  or  no  control.  The  possibility 
of  such  laws  would  only  become  apparent  with  the  study  of  ongoing  re- 
lationships because  they  would  be  obscured  with  a  focus  upon  the  in- 
dividual or  the  artificial  group  of  unrelated  people.  One  law  which  is 
pertinent  to  the  question  of  paradox  in  psychotherapy  can  be  stated  in 
terms  of  its  derivation. 

Implicit  in  the  point  of  view  throughout  this  work  has  been  the  as- 
sumption that  ongoing  relationships  between  intimates  can  be  de- 
scribed in  terms  of  a  cybernetic  analogy— people  function  as  "governors" 
in  relation  to  each  other  by  reacting  in  "error-activated"  ways  to  each 
other's  behavior.  If  a  wife  begins  to  exceed  a  certain  range  of  behavior, 
her  husband  reacts  in  such  a  way  as  to  re-establish  the  previous  range 
of  behavior.  Granting  that  people  in  ongoing  relationships  function  as 
"governors"  in  relation  to  one  another,  and  granting  that  it  is  the  func- 
tion of  a  governor  to  diminish  change,  then  the  first  law  of  relationships^ 
follows:  When  one  person  indicates  a  change  in  relation  to  another,  the 
other  will  act  upon  the  first  so  as  to  diminish  and  modify  that  change. 
Granting  the  functioning  of  this  law,  a  therapist  must  avoid  making 
direct  requests  for  change  and  bring  change  about  while  emphasizing 
some  other  aspect  of  the  interchange,  such  as  the  gaining  of  self  under- 
standing. Yet  by  not  asking  for  change,  the  therapist  will  have  set  up  a 
paradoxical  situation:  in  a  framework  designed  to  bring  about  change, 
he  does  not  ask  for  change.  It  would  also  follow  that  a  reasonable 
therapeutic  tactic  would"*  be  the  encouragement  of  symptomatic  be- 
havior. When  the  therapist  encourages  an  increase  in  symptomatic  be- 
havior, and  tlie  patient  responds  so  as  to  diminish  the  change  he  is  re- 
questing, the  patient  will  be  moving  in  the  direction  of  symptomatic 
change. 

Postulating  such  a  law  in  human  relations  explains  many  aspects  of 
psychotherapy  which  are  pecuKar  and  paradoxical  in  nature.  If  people 
must  follow  such  a  law  just  as  inevitably  as  they  must  follow  the  law 
of  gravity,  then  relationships  between  couples  and  family  members  will 
be  exceedingly  stable.  Each  attempt  by  a  family  member  to  bring  about 
change  in  the  system  will  provoke  the  others  to  act  to  diminish  that 
change  and  so  reinforce  the  family  system  ( even  though  a  change  might 
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lead  to  less  subjective  distress  in  the  members).  Similarly,  when  a  ther- 
apist establishes  a  helping  relationship  with  a  patient,  if  he  then  directly 
indicates  that  the  relationship  must  change  toward  a  relationship  be- 
tween equals,  the  patient  must  act  to  diminish  that  change.  This  does 
not  mean  that  change  is  not  possible,  it  merely  means  that  resistance 
to  change,  because  of  the  nature  of  relationships,  must  be  taken  into 
account  and  paradoxical  strategies  must  be  used  to  provide  a  context 
where  change  can  occur. 

Although  the  context  of  therapeutic  change  can  be  described,  the  na- 
ture of  the  change  remains  obscure.  If  one  assumes  that  self-awareness 
causes  change,  then  one  can  describe  the  changed  patient  easily— he 
is  someone  who  is  more  self  aware.  Yet  if  the  cause  of  change  is  a  situa- 
tion which  forces  a  patient  to  respond  difiFerently,  his  after-change  state 
is  less  easily  described  except  to  say  that  he  responds  di£Ferently,  no 
longer  exhibits  symptomatic  behavior,  and  relates  to  people  in  changed 
ways.  The  question  of  the  nature  of  change  and  how  it  can  be  brought 
about  has  wider  imphcations  than  the  problems  of  psychiatry.  One  can 
assume  that  change  in  individuals  will  be  better  understood  when  we 
know  more  about  the  nature  of  revolutionary  changes  in  societies.  The 
patterns  of  organization  learned  by  people  in  their  families  appear  to  re- 
flect and  influence  the  political  structures  of  the  culture  they  inhabit. 
Whether  the  formal  patterns  of  a  nation  have  changed  after  a  revolu- 
tionary upheaval  is  a  question  related  to  the  shifts  in  patterns  of  individ- 
uals and  families  after  psychotherapy. 

The  change  which  occurs  in  psychotherapy  would  seem  to  be  discon- 
tinuous; although  a  patient  may  improve  gradually,  he  appears  to 
change  in  discontinuous  steps.  At  one  moment  he  is  in  distress  and  in  the 
next  he  feels  relief.  Typically  he  suddenly  feels  more  casual  about  as- 
pects of  his  Hfe  which  were  grimly  serious  to  him.  Often  his  involve- 
ment with  the  therapist  changes  from  a  tenacious  struggle  to  one  where 
he  does  not  particularly  care.  The  grim  battle  with  intimates  can  shift 
to  an  attitude  of  amusement  at  the  whole  aflFair.  An  excessive  concern 
with  symptoms  typically  becomes  a  lack  of  interest  in  them  and  the  de- 
velopment of  other  interests.  Usually  the  patient  shows  a  greater  flex- 
ibility in  his  strategies  with  other  people.  Presumably  the  shifts  in  his 
organized  relationships  have  induced  a  shift  in  his  classification  system. 

The  description  of  the  context  in  which  a  patient  changes  has  been 
broadened  here  to  include  the  relationship  with  the  therapist.  If  one  de- 
scribes only  the  patient,  change  can  be  described  only  in  terms  of  what 
that  person  does.  Enlarging  the  description  reveals  a  therapist  not  only 
helping  a  patient  toward  self -understanding  but  also  trapping  him  in  a 
series  of  paradoxes  which  enforce  a  change.  An  even  broader  description 
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might  reveal  additional  causal  factors  which  are  not  yet  apparent.  The 
influence  of  marriage  and  the  family  has  been  suggested  here,  but  the 
environmental  context  which  impels  a  patient  into  psychotherapy  has 
not  been  fully  described.  Explanations  of  psychotherapeutic  change 
might  appear  quite  different  when  we  have  dehneated  the  basic  laws 
of  human  relationships  and  can  describe  the  organized  social  systems 
in  the  society  which  produces  people  who  want  to  change  and  people 
who  want  to  change  them. 

In  this  work  an  attempt  has  been  made  to  describe  more  precisely  the 
strategies  used  in  psychotherapy.  Inevitably  in  such  a  presentation  there 
is  an  oversimplification  both  of  the  nature  of  the  problems  and  the  tech- 
niques used  to  resolve  them.  Even  if  human  beings  were  less  complex 
and  we  could  provide  more  exact  procedures  for  a  therapist  to  use  with 
a  particular  patient,  still  the  success  of  the  process  must  depend  upon 
many  factors  which  cannot  be  taken  into  account  and  ultimately  upon 
the  individual  therapist  himself.  The  profession  of  psychotherapy  is 
unique  in  that  the  therapist  has  only  himself  as  the  tool  with  which  he 
works.  He  can  bolster  his  position  with  oflBce,  desk,  couch,  theories  and 
the  counsel  of  his  colleagues,  but  when  alone  with  a  patient  he  has  only 
his  voice,  his  manner,  and  his  ideas.  Whatever  might  be  said  about 
method,  psychotherapy  will  remain  an  art. 


EPILOGUE 

The  Art  of  Psychoanalysis* 


Enough  research  has  been  done  by  social  scientists  to  corroborate 
many  of  Freud's  ideas  about  unconscious  processes.  Yet  there  has  been 
surprisingly  little  scientific  investigation  of  what  acually  occurs  during 
psychoanalytic  treatment.  Fortunately,  this  situation  has  been  remedied 
by  a  scholar  on  the  faculty  of  Potters  College  in  Yeovil,  England.  As- 
signed a  field  trip  in  America,  this  anonymous  student  spent  several  years 
here  studying  the  art  of  psychonalaysis  both  as  a  patient  and  a  prac- 
titioner. His  investigation  culminated  in  a  three  volume  work  entitled 
The  Art  of  Psychoanalysis,  or  Some  Aspects  of  a  Structured  Situation 
Consisting  of  Two-Group  Interaction  Which  Embodies  Certain  of  the 
Most  Basic  Principles  of  Oneupmanship.  Like  most  studies  written  for 
Potters  College  the  work  was  unpublished  and  accessible  only  to  a  few 
favored  members  of  the  chnical  staff.  However,  a  copy  was  briefly  in  this 
writer's  hands  and  he  offers  here  a  summary  of  the  research  findings  for 
those  who  wish  to  foster  the  dynamic  growth  of  Freudian  theory  and 
sharpen  the  techniques  of  a  difficult  art. 

Unfamiliar  terms  will  be  translated  into  psychoanalytic  terminology 
throughout  this  summary,  but  a  few  general  definitions  are  necessary  at 
once.  First  of  all,  a  complete  definition  of  the  technical  term  "oneupman- 
ship" would  fill,  and  in  fact  has  filled,  a  rather  large  encyclopedia.  It 
can  be  defined  briefly  here  as  the  art  of  placing  a  person  "one-down." 
The  term  "one-down"  is  technically  defined  as  that  psychological  state 
which  exists  in  an  individual  who  is  not  "one-up"  on  another  person.  To 
be  "one-up"  is  technically  defined  as  that  psychological  state  of  an 
individual  who  is  not  "one-down."  To  phrase  these  terms  in  popular 
language,  at  the  risk  of  losing  scientific  rigor,  it  can  be  said  that  in  any 
human  relationship  (and  indeed  among  other  mammals)  one  person 
is  constantly  maneuvering  to  imply  that  he  is  in  a  "superior  position"  to 
the  other  person  in  the  relationship.  This  "superior  position"  does  not 
necessarily  mean  superior  in  social  status  or  economic  position;  many 
servants  are  masters  at  putting  their  employers  one-down.  Nor  does  it 
imply  intellectual  superiority  as  any  intellectual  knows  who  has  been 
put  "one-down"  by  a  muscular  garbage  collector  in  a  bout  of  Indian 
wrestling.  "Superior  position"  is  a  relative  term  which  is  continually  be- 
ing defined  and  redefined  by  the  ongoing  relationship.  Maneuvers  to 
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achieve  superior  position  may  be  crude  or  they  may  be  infinitely 
subtle.  For  example,  one  is  not  usually  in  a  superior  position  if  he  must 
ask  another  person  for  something.  Yet  he  can  ask  for  it  is  such  a  way  that 
he  is  implying,  "This  is,  of  course,  what  I  deserve."  Since  the  number 
of  ways  of  maneuvering  oneself  into  a  superior  position  are  infinite,  let 
us  proceed  at  once  to  summarize  the  psychoanalytic  techniques  as  de- 
scribed in  the  three  volume  study. 

Psychoanalysis,  according  to  the  Potter  study,  is  a  dynamic  psycho- 
logical process  involving  two  people,  a  patient  and  a  psychoanalyst,  dur- 
ing which  the  patient  insists  that  the  analyst  be  one-up  while  desperately 
trying  to  place  him  one-down,  and  the  analyst  insists  that  the  patient 
remain  one-down  in  order  to  help  him  learn  to  become  one-up.  The 
goal  of  the  relationship  is  the  amicable  separation  of  analyst  and  patient. 

Carefully  designed,  the  psychoanalytic  setting  makes  the  superior  po- 
sition of  the  analyst  almost  invincible.  First,  the  patient  must  volun- 
tarily come  to  the  analyst  for  help,  thus  conceding  his  inferior  position  at 
the  beginning  of  the  relationship.  In  addition,  the  patient  accentuates 
his  one-down  position  by  paying  the  analyst  money.  Occasionally  an- 
alysts have  recklessly  broken  this  structured  situation  by  treating  pa- 
tients free  of  charge.  Their  position  was  diflBcult  because  the  patient  was 
not  regularly  reminded  (on  payday)  that  he  must  make  a  sacrifice  to 
support  the  analyst,  thus  acknowledging  the  analyst's  superior  position 
before  a  word  is  said.  It  is  really  a  wonder  that  any  patient  starting  from 
this  weak  position  could  ever  become  one-up  on  an  analyst,  but  in  pri- 
vate discussions  analysts  will  admit,  and  in  fact  tear  at  their  hair  while 
admitting,  that  patients  can  be  extremely  adroit  and  use  such  a  variety 
of  clever  ploys*  that  an  analyst  must  be  nimble  to  maintain  his  supe- 
rior position. 

Space  does  not  permit  a  review  of  the  history  of  psychoanalysis  here, 
but  it  should  be  noted  that  early  in  its  development  it  became  obvious 
that  the  analyst  needed  reinforcement  of  the  setting  if  he  was  to  re- 
main one-up  on  patients  more  clever  than  he.  An  early  reinforcement 
was  the  use  of  a  couch  for  the  patient  to  lie  down  upon.  (This  is  often 
called  "Freud's  ploy,"  as  are  most  ploys  in  psychoanalysis.)  By  placing 
the  patient  on  a  couch,  the  analyst  gives  the  patient  the  feeling  of  hav- 
ing his  feet  up  in  the  air  and  the  knowledge  that  the  analyst  has  both 
feet  on  the  ground.  Not  only  is  the  patient  disconcerted  by  having  to 
he  down  while  talking,  but  he  finds  himself  hterally  below  the  analyst 
and  so  his  one-down  position  is  geographically  emphasized.  In  addi- 


*  A  "ploy"  is  technically  defined  as  a  move  or  gambit  which  gives  one  an  advantage 
in  a  relationship. 
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tion,  the  analyst  seats  himself  behind  the  couch  where  he  can  watch  the 
patient  but  the  patient  cannot  watch  him.  This  gives  the  patient  the 
kind  of  disconcerted  feehng  a  person  has  when  sparring  with  an  oppon- 
ent while  blindfolded.  Unable  to  see  what  response  his  ploys  provoke, 
he  is  unsure  when  he  is  one-up  and  when  one-down.  Some  patients  try 
to  solve  this  problem  by  saying  something  Hke,  "I  slept  with  my  sister 
last  night,"  and  then  whirling  around  to  see  how  the  analyst  is  re- 
sponding. These  "shocker"  ploys  usually  fail  in  their  efiFect.  The  analyst 
may  twitch,  but  he  has  time  to  recover  before  the  patient  can  whirl 
fully  around  and  see  him.  Most  analysts  have  developed  ways  of  hand- 
ling the  whirling  patient.  As  the  patient  turns,  they  are  gazing  ofiF  into 
space,  or  doodling  with  a  pencil,  or  braiding  belts,  or  staring  at  tropical 
fish.  It  is  essential  that  the  rare  patient  who  gets  an  opportunity  to  ob- 
serve the  analyst  see  only  an  impassive  demeanor. 

Another  purpose  is  served  by  the  position  behind  the  couch.  Inevita- 
bly what  the  analyst  says  becomes  exaggerated  in  importance  since  the 
patient  lacks  any  other  means  of  determining  his  effect  on  the  analyst. 
The  patient  finds  himself  hanging  on  the  analyst's  every  word,  and  by 
definition  he  who  hangs  on  another's  words  is  one-down. 

Perhaps  the  most  powerful  weapon  in  the  analyst's  arsenal  is  the  use 
of  silence.  This  falls  in  the  category  of  "helpless"  or  "refusal  to  battle" 
ploys.  It  is  impossible  to  win  a  contest  with  a  helpless  opponent  since 
if  you  win  you  have  won  nothing.  Each  blow  you  strike  is  unreturned 
so  that  all  you  can  feel  is  guilt  for  having  struck  while  at  the  same  time 
experiencing  the  uneasy  suspicion  that  the  helplessness  is  calculated. 
The  result  is  suppressed  fury  and  desperation— two  emotions  characteriz- 
ing the  one-down  position.  The  problem  posed  for  the  patient  is  this: 
how  can  I  get  one-up  on  a  man  who  will  not  respond  and  compete  with 
me  for  the  superior  position  in  fair  and  open  encounter.  Patients  find 
solutions,  of  course,  but  it  takes  months,  usually  years,  of  intensive  anal- 
ysis before  a  patient  finds  ways  to  force  a  response  from  his  analyst. 
Ordinarily  the  patient  begins  rather  crudely  by  saying  something  like, 
"Sometimes  I  think  you're  an  idiot."  He  waits  for  the  analyst  to  react  de- 
fensively, thus  stepping  one-down.  Instead  the  analyst  replies  with  the 
silence  ploy.  The  patient  goes  further  and  says,  "I'm  sure  you're  an  idiot." 
Still  silence  in  reply.  Desperately  the  patient  says,  "I  said  you  were  an 
idiot,  damn  you,  and  you  are!"  Again  only  silence.  What  can  the  pa- 
tient do  but  apologize,  thus  stepping  voluntarily  into  a  one-down  posi- 
tion. Often  a  patient  discovers  how  efiFective  the  silence  ploy  is  and  at- 
tempts to  use  it  himself.  This  ends  in  disaster  when  he  reahzes  that  he 
is  paying  $20.00  an  hour  to  lie  silent  on  a  couch.  The  psychoanalytic  set- 
ting is  calculatedly  designed  to  prevent  patients  using  the  ploys  of  anal- 
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ysts  to  attain  equal  footing  (although  as  an  important  part  of  the  cure 
the  patient  learns  to  use  them  eflFectively  with  other  people ) . 

Few  improvements  have  been  made  on  Freud's  original  brilHant  de- 
sign. As  the  basic  plan  for  the  hammer  could  not  be  improved  upon  by 
carpenters,  so  the  use  of  the  voluntary  patient,  hourly  pay,  the  position 
behind  the  couch,  and  silence  are  devices  which  have  not  been  improved 
upon  by  the  practitioners  of  psychoanalysis. 

Although  the  many  ways  of  handling  patients  learned  by  the  analyst 
cannot  be  listed  here,  a  few  general  principles  can  be  mentioned.  In- 
evitably a  patient  entering  analysis  begins  to  use  ploys  which  have 
placed  him  one-up  in  previous  relationships  (this  is  called  a  "neurotic 
pattern").  The  analyst  learns  to  devastate  these  maneuvers  of  the  pa- 
tient. A  simple  way,  for  example,  is  to  respond  inappropriately  to  what 
the  patient  says.  This  places  the  patient  in  doubt  about  everything  he 
has  learned  in  relationships  with  other  people.  The  patient  may  say, 
"Everyone  should  be  truthful,"  hoping  to  get  the  analyst  to  agree  with 
him  and  thereby  follow  his  lead.  He  who  follows  another  lead  is  one- 
down.  The  analyst  may  reply  with  silence,  a  rather  weak  ploy  in  this 
circumstance,  or  he  may  say,  "Oh?"  The  "Oh?"  is  given  just  the  proper 
inflection  to  imply,  "How  on  earth  could  you  have  ever  conceived  such 
an  idea?"  This  not  only  places  the  patient  in  doubt  about  his  statement, 
but  in  doubt  about  what  the  analyst  means  by  "Oh?"  Doubt  is,  of 
course,  the  first  step  toward  one-do wness.  When  in  doubt  the  patient 
tends  to  lean  on  the  analyst  to  resolve  the  doubt,  and  we  lean  on  those 
who  are  superior  to  us.  Analytic  maneuvers  designed  to  arouse  doubt  in 
a  patient  are  instituted  early  in  analysis.  For  example,  the  analyst  may 
say,  "I  wonder  if  that's  really  what  you're  feeling."  The  use  of  "really" 
is  standard  in  analytic  practice.  It  imphes  the  patient  has  motivations 
of  which  he  is  not  aware.  Anyone  feels  shaken,  and  therefore  one-down, 
when  this  suspicion  is  placed  in  his  mind. 

Doubt  is  related  to  the  "unconscious  ploy,"  an  early  development  in 
psychoanalysis.  This  ploy  is  often  considered  the  heart  of  analysis  since 
it  is  the  most  eflFective  way  of  making  the  patient  unsure  of  himself. 
Early  in  an  analysis  the  skilled  analyst  points  out  to  the  patient  that  he 
(the  patient)  has  unconscious  processes  operating  and  is  deluding  him- 
self if  he  thinks  he  really  knows  what  he  is  saying.  When  the  patient  ac- 
cepts this  idea  he  can  only  rely  on  the  analyst  to  tell  him  (or,  as  it  is 
phrased,  "to  help  him  discover")  what  he  really  means.  Thus  he  bur- 
rows himself  deeper  into  the  one-down  position,  making  it  easy  for  the 
analyst  to  top  almost  any  ploy  he  devises.  For  example,  the  patient 
may  cheerfully  describe  what  a  fine  time  he  had  with  his  girl  friend, 
hoping  to  arouse  some  jealousy  (a  one-down  emotion)  in  the  analyst. 
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The  appropriate  reply  for  the  analyst  is,  "I  wonder  what  that  girl  really 
means  to  you."  This  raises  a  doubt  in  the  patient  whether  he  is  having 
intercourse  with  a  girl  named  Susy  or  an  unconscious  symbol.  Inevita- 
bly he  turns  to  the  analyst  to  help  him  discover  what  the  girl  really 
means  to  him. 

Regularly  in  the  course  of  an  analysis,  particularly  when  the  patient 
becomes  obstreperous  (uses  resistance  ploys),  the  analyst  makes  an  is- 
sue of  free  association  and  dreams.  Now  a  person  must  feel  he  knows 
what  he  is  talking  about  to  feel  in  a  superior  position.  No  one  can  ma- 
neuver to  become  one-up  while  free  associating  or  narrating  his  dreams. 
The  most  absurd  statements  inevitably  will  be  uttered.  At  the  same  time 
the  analyst  hints  that  there  are  meaningful  ideas  in  this  absurdity.  This 
not  only  makes  the  patient  feel  that  he  is  saying  ridiculous  things,  but 
that  he  is  saying  things  which  the  analyst  sees  meaning  in  and  he  does 
not.  Such  an  experience  would  shake  anyone,  and  inevitably  drives  the 
patient  into  a  one-down  position.  Of  course,  if  the  patient  refuses  to  free 
associate  or  tell  his  dreams,  the  analyst  reminds  him  that  he  is  defeating 
himself  by  being  resistant. 

A  resistance  interpretation  falls  in  the  general  class  of  "turning  it 
back  on  the  patient"  ploys.  All  attempts,  particularly  successful  ones,  to 
place  the  analyst  one-down  can  be  interpreted  as  resistance  to  treatment. 
The  patient  is  made  to  feel  that  it  is  his  fault  that  therapy  is  going  badly. 
Carefully  preparing  in  advance,  the  skillful  analyst  informs  the  patient 
in  the  first  interview  that  the  path  to  happiness  is  diflBcult  and  he  will 
at  times  resist  getting  well  and  indeed  may  even  resent  the  analyst  for 
helping  him.  With  this  background  even  a  refusal  to  pay  the  fee  or  a 
threat  to  end  the  analysis  can  be  turned  into  apologies  with  an  im- 
personal attitude  by  the  analyst  (the  "not  taking  it  personally"  ploy) 
and  an  interpretation  about  resistance.  At  times  the  analyst  may  let  the 
patient  re-enter  the  one-down  position  gently  by  pointing  out  that  his 
resistance  is  a  sign  of  progress  and  change  taking  place  in  him. 

The  main  diflBculty  with  most  patients  is  their  insistence  on  dealing 
directly  with  the  analyst  once  they  begin  to  feel  some  confidence.  When 
the  patient  begins  to  look  critically  at  the  analyst  and  threaten  an  open 
encounter,  several  "distraction"  ploys  are  brought  into  play.  The  most 
common  is  the  "concentrate  on  the  past"  ploy.  Should  the  patient  dis- 
cuss the  peculiar  way  the  analyst  refuses  to  respond  to  him,  the  analyst 
will  inquire,  "I  wonder  if  you've  had  this  feeling  before.  Perhaps  your 
parents  weren't  very  responsive."  Soon  they  are  busy  discussing  the  pa- 
tient's childhood  without  the  patient  ever  discovering  that  the  subject 
has  been  changed.  Such  a  ploy  is  particularly  effective  when  the  patient 
begins  to  use  what  he  has  learned  in  analysis  to  make  comments 
about  the  analyst. 
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In  his  training  the  young  analyst  learns  the  few  rather  simple  rules 
that  he  must  follow.  The  first  is  that  it  is  essential  to  keep  the  patient  feel- 
ing one-down  while  stirring  him  to  struggle  gamely  in  the  hope  that  he 
can  get  one-up  (this  is  called  "transference").  Secondly,  the  analyst 
must  never  feel  one-down  (this  is  called  "countertransf erence" ) .  The 
training  analysis  is  designed  to  help  the  young  analyst  learn  what  it  is 
like  to  experience  a  one-down  position.  By  acting  like  a  patient  he 
learns  what  it  feels  like  to  conceive  a  clever  ploy,  deliver  it  expertly,  and 
find  himself  thoroughly  placed  one-down. 

Even  after  2  or  3  years  in  a  training  analysis  seeing  his  weak  ploys 
devastated,  an  analyst  will  occasionally  use  one  with  a  patient  and  find 
himself  forced  into  a  one-down  position.  Despite  the  brilliant  structure 
of  the  analytic  fortress,  and  the  arsenal  of  ploys  learned  in  training,  all 
men  are  human  and  to  be  human  is  to  be  occasionally  one-down. 
The  training  emphasizes  how  to  get  out  of  the  one-down  position  quickly 
when  in  it.  The  general  ploy  is  to  accept  the  one-down  position  "volun- 
tarily" when  it  is  inescapable.  Finding  the  patient  one-up,  the  analyst 
may  say,  "You  have  a  point  there,"  or  "I  must  admit  I  made  a  mis- 
take." The  more  daring  analyst  will  say,  "I  wonder  why  I  became  a 
little  anxious  when  you  said  that."  Note  that  all  these  statements  seem 
to  show  the  analyst  to  be  one-down  and  the  patient  one-up,  but  one- 
downness  requires  defensive  behavior.  By  deliberately  acknowledging 
his  inferior  position  the  analyst  is  actually  maintaining  his  superior  po- 
sition, and  the  patient  finds  that  once  again  a  clever  ploy  has  been 
topped  by  a  helpless,  or  refusal  to  do  battle,  ploy.  At  times  the  "accept- 
ance" technique  cannot  be  used  because  the  analyst  is  too  sensitive  in  that 
area.  Should  a  patient  discover  that  this  analyst  gets  embarrassed  when 
homosexual  ideas  are  discussed,  he  may  rapidly  exploit  this.  The  analyst 
who  takes  such  comments  personally  is  lost.  His  only  chance  for  survival 
is  to  anticipate  in  his  diagnostic  interviews  those  patients  capable  of  dis- 
covering and  exploiting  this  weakness  and  refer  them  to  analysts  with  dif- 
ferent weaknesses. 

The  more  desperate  ploys  by  patients  are  also  anticipated  in  analytic 
training.  A  patient  will  at  times  be  so  determined  to  get  one-up  on  his 
analyst  that  he  will  adopt  the  "suicide"  ploy.  Many  analysts  immediately 
suffer  a  one-down  feeling  when  a  patient  threatens  suicide.  They  hal- 
lucinate newspaper  headlines  and  hear  their  colleagues  chuckling  as  they 
whisper  the  total  number  of  patients  who  got  one-up  on  them  by  jump- 
ing off  the  bridge.  The  common  way  to  prevent  the  use  of  this  ploy  is  to 
take  it  impersonally.  The  analyst  says  something  Hke,  "Well,  I'd  be  sorry 
if  you  blew  your  brains  out,  but  I  would  carry  on  with  my  work."  The  pa- 
tient abandons  his  plans  as  he  realizes  that  even  killing  himself  will  not 
place  him  one-up  on  this  man. 
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Orthodox  psychoanalytic  ploys  can  be  highhghted  by  contrasting 
them  with  the  more  unorthodox  maneuvers.  There  is,  for  example,  the 
Rogerian  system  of  ploys  where  the  therapist  merely  repeats  back  what 
the  patient  says.  This  is  an  inevitably  winning  system.  No  one  can  top  a 
person  who  merely  repeats  his  ideas  after  him.  When  the  patient  ac- 
cuses the  therapist  of  being  no  use  to  him,  the  therapist  replies,  "You 
feel  I'm  no  use  to  you."  The  patient  says,  "That's  right,  you're  not  worth 
a  damn."  The  therapist  says,  "You  feel  I'm  not  worth  a  damn."  This 
ploy,  even  more  than  the  orthodox  silence  ploy,  ehminates  any  tri- 
umphant f eehng  in  the  patient  and  makes  him  feel  a  little  silly  after 
awhile  (a  one-down  feeling).  Most  orthodox  analysts  look  upon  the 
Rogerian  ploys  as  not  only  weak  but  not  quite  respectable.  They  do  not 
give  the  patient  a  fair  chance. 

The  ethics  of  psychoanalysis  require  the  patient  be  given  at  least  a 
reasonably  fair  chance.  Ploys  which  simply  devastate  the  patient  are 
looked  down  on.  Analysts  who  use  them  are  thought  to  need  more 
analysis  themselves  to  give  them  a  range  of  more  legitimate  ploys  and 
confidence  in  using  them.  For  instance,  it  is  not  considered  proper  to 
encourage  a  patient  to  discuss  a  subject  and  then  lose  interest  when  he 
does.  This  places  the  patient  one-down,  but  it  is  a  wasted  ploy  since 
he  was  not  trying  to  become  one-up.  If  the  patient  makes  such  an  at- 
tempt then,  of  course,  losing  interest  may  be  a  necessary  gambit. 

Another  variation  on  orthodox  psychoanalytic  ploys  demonstrates  a 
few  of  their  limitations.  The  psychotic  continually  demonstrates  that  he 
is  superior  to  orthodox  ploys.  He  refuses  to  "volunteer"  for  analysis. 
He  will  not  take  a  sensible  interest  in  money.  He  will  not  lie  quietly  on 
the  couch  and  talk  while  the  analyst  listens  out  of  sight  behind  him. 
The  structure  of  the  analytic  situation  seems  to  irritate  the  psychotic. 
In  fact  when  orthodox  ploys  are  used  against  him,  the  psychotic  is  likely 
to  tear  up  the  office  and  kick  the  analyst  in  the  genitals  (this  is  called 
an  inability  to  establish  a  transference).  The  average  analyst  is  made 
uncomfortable  by  psychotic  ploys  and  therefore  avoids  such  patients. 
Recently  some  daring  therapists  have  found  they  can  get  one-up  on 
a  psychotic  patient  if  they  work  in  pairs.  This  is  now  called  the  "it  takes 
two  to  put  one  down"  therapy,  or  "multiple  therapy."  For  example,  if 
a  psychotic  talks  compulsively  and  will  not  even  pause  to  listen,  two 
therapists  enter  the  room  and  begin  to  converse  with  each  other.  Un- 
able to  restrain  his  curiosity  (a  one-down  emotion)  the  psychotic  will 
stop  talking  and  listen,  thus  leaving  himself  open  to  be  placed  one-down. 

The  master  oneupman  with  psychotics  is  a  controversial  psychiatrist 
known  affectionately  in  the  profession  as  "The  Bull."  When  a  compul- 
sive talker  will  not  listen  to  him,  the  Bull  pulls  a  knife  on  the  fellow  and 
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attracts  his  attention.  No  other  therapist  is  so  adroit  at  topping  even 
the  most  determined  patient.  Odier  therapists  require  hospitals,  attend- 
ants, shock  treatments,  lobotomies,  drugs,  restraints,  and  tubs,  to  place 
the  patient  in  a  suflBciently  one-down  position.  The  Bull,  with  mere  words 
and  the  occasional  flash  of  a  pocket  knife,  manages  to  make  the  most 
difficult  psychotic  feel  one-down. 

An  interesting  contrast  to  the  Bull  is  a  woman  known  in  the  profes- 
sion as  "The  Lovely  Lady  of  the  Lodge."  Leading  the  league  in  subtle 
oneupmanship  with  psychotics,  she  avoids  the  Bull's  ploys  which  are 
often  considered  rather  crude  and  not  always  in  the  best  of  taste.  If  a 
patient  insists  he  is  God,  the  Bull  will  insist  that  he  is  God  and  force  the 
patient  to  his  knees,  thus  getting  one-up  in  a  rather  straightforward 
way.  To  handle  a  similar  claim  by  a  patient,  the  Lady  of  the  Lodge  will 
smile  and  say,  "All  right,  if  you  wish  to  be  God,  I'll  let  you."  The  patient 
is  gently  placed  one-down  as  he  reahzes  that  no  one  but  God  can  let 
anyone  else  be  God. 

Although  orthodox  psychoanalytic  ploys  may  be  limited  to  work 
with  neurotics  no  one  can  deny  their  success.  The  experienced  analyst 
can  place  a  patient  one-down  while  planning  where  to  have  dinner  at 
the  same  time.  Of  course,  this  skill  in  oneupmanship  has  raised  extra- 
ordinary problems  when  analysts  compete  with  one  another  at  meetings 
of  the  psychoanalytic  associations.  No  other  gathering  of  people  exhibits 
so  many  comphcated  ways  of  gaining  the  upper  hand.  Most  of  the 
struggle  at  an  analytic  meeting  takes  place  at  a  rather  personal  level,  but 
the  manifest  content  involves  attempts  to  (1)  demonstrate  who  was 
closest  to  Freud  or  can  quote  him  most  voluminously,  and  (2)  who  can 
confuse  the  most  people  by  his  daring  extension  of  Freud's  terminology. 
The  man  who  can  achieve  both  these  goals  best  is  generally  elected  pres- 
ident of  the  association. 

The  manipulation  of  language  is  the  most  startling  phenomenon  at 
an  analytic  meeting.  Obscure  terms  are  defined  and  redefined  by  even 
more  obscure  terms  as  analysts  engage  in  furious  theoretical  discus- 
sions. This  is  particularly  true  when  the  point  at  issue  is  whether  a  cer- 
tain treatment  of  a  patient  was  really  psychoanalysis  or  not.  Such  a 
point  is  inevitably  raised  when  a  particularly  brilliant  case  history  is 
presented. 

What  happens  between  analyst  and  patient,  or  the  art  of  oneupman- 
ship, is  rarely  discussed  at  the  meetings  (apparently  the  techniques  are 
too  secret  for  pubhc  discussion).  This  means  the  area  for  debate  be- 
comes the  processes  within  the  dark  and  dank  interior  of  the  patient.  At- 
tempting to  outdo  one  another  in  explanations  of  the  bizarre  insides  of 
patients,  each  speaker  is  constantly  interrupted  by  shouts  from  the  back 
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of  the  hall  such  as,  "Not  at  all!  You're  confusing  an  id  impulse  with  a 
weak  ego  boundary!"  or  "Heaven  help  your  patients  if  you  call  that 
cathexis!"  Even  the  most  alert  analyst  soon  experiences  an  oceanic  feel- 
ing as  he  gets  lost  in  flurries  of  energy  theories,  libidinal  drives,  instinc- 
tual forces,  and  super  ego  barriers.  The  analyst  who  can  most  thoroughly 
confuse  the  group  leaves  his  colleagues  feeling  frustrated  and  envious 
(one-down  emotions).  The  losers  return  to  their  studies  to  search  their 
minds,  dictionaries,  science  fiction  journals,  and  Freud  for  even  more 
elaborate  metaphorical  flights  in  preparation  for  the  next  meeting. 

The  ploys  of  analyst  and  patient  can  be  summarized  briefly  as  they 
occur  during  a  typical  course  of  treatment.  Individual  cases  will  vary 
depending  on  what  maneuvers  the  individual  patient  uses  (called 
"symptoms"  by  the  analyst  when  they  are  ploys  no  sensible  person  would 
use),  but  a  general  trend  is  easy  to  follow.  The  patient  enters  analysis 
in  the  one-down  posture  by  asking  for  help  and  promptly  tries  to  place 
the  therapist  one-down  by  building  him  up.  This  is  called  the  honey- 
moon of  the  analysis.  The  patient  begins  to  compliment  the  therapist 
on  how  wonderful  he  is  and  how  quickly  he  ( the  patient )  expects  to  get 
well.  The  skilled  analyst  is  not  taken  in  by  these  maneuvers  (known 
as  the  "Reichian  resistance"  ploys).  When  the  patient  finds  himself  con- 
tinually placed  one-down,  he  changes  tactics.  He  becomes  mean,  in- 
sulting, threatens  to  quit  analysis,  and  casts  doubt  upon  the  sanity  of 
the  analyst.  These  are  the  "attempts  to  get  a  human  response"  ploys. 
They  meet  an  impassive,  impersonal  wall  as  the  analyst  remains  silent 
or  handles  the  insults  with  a  simple  statement  like,  "Have  you  noticed 
this  is  the  second  Tuesday  afternoon  you've  made  such  a  comment? 
I  wonder  what  there  is  about  Tuesday,"  or  "You  seem  to  be  reacting 
to  me  as  if  I'm  someone  else."  Frustrated  in  his  aggressive  behavior  (re- 
sistance ploys),  the  patient  capitulates  and  ostensibly  hands  control  of 
the  situation  back  to  the  analyst.  Again  building  the  analyst  up,  he 
leans  on  him,  hangs  on  his  every  word,  insists  how  helpless  he  is  and  how 
strong  the  analyst,  and  waits  for  the  moment  when  he  will  lead  the 
analyst  along  far  enough  to  devastate  him  with  a  clever  ploy.  The 
skilled  analyst  handles  this  nicely  with  a  series  of  "condescending" 
ploys,  pointing  out  that  the  patient  must  help  himself  and  not  expect 
anyone  to  solve  everything  for  him.  Furious,  the  patient  again  switches 
from  subservient  ploys  to  defiant  ploys.  By  this  time  he  has  learned 
techniques  from  the  analyst  and  is  getting  better.  He  uses  what  insight 
(ploys  unknown  to  laymen)  he  has  gained  to  try  in  every  way  to  define 
the  relationship  as  one  in  which  the  analyst  is  one-down.  This  is  the 
difficult  period  of  the  analysis.  However,  having  carefully  prepared  the 
ground  by  a  thorough  diagnosis  (listing  weak  points)  and  having  in- 
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Stilled  a  succession  of  doubts  in  the  patient  about  himself,  the  analyst 
succeeds  in  topping  the  patient  again  and  again  as  the  years  pass. 
Ultimately  a  remarkable  thing  happens.  The  patient  rather  casually 
tries  to  get  one-up,  the  analyst  places  him  one-down,  and  the  patient 
does  not  become  disturbed  by  this.  He  has  reached  a  point  where  he 
does  not  really  care  whether  the  analyst  is  in  control  of  the  relationship 
or  whether  he  is  in  control.  In  other  words,  he  is  cured.  The  analyst 
then  dismisses  him,  timing  this  maneuver  just  before  the  patient  is 
ready  to  announce  that  he  is  leaving.  Turning  to  his  waiting  hst,  the 
analyst  invites  in  another  patient  who,  by  definition,  is  someone  com- 
pelled to  struggle  to  be  one-up  and  disturbed  if  he  is  placed  one-down. 
And  so  goes  the  day's  work  in  the  diflBcult  art  of  psychoanalysis. 
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